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The increasing awareness on the part of physicians of disorders 
belonging conjointly to the fields of internal medicine and psychiatry has 
focused attention on the study of emotional states in medical illnesses. 
Members of the psychiatric department of the Massachusetts General 
Hospital have been working for some years on these problems, and 
studies have appeared 6n rheumatoid arthritis,’ bronchial asthma ? and 
mucous colitis. The purpose of these studies has been to investigate the 
role of emotional states and situational factors in the precipitation or 
exacerbation of these disturbances with an ultimate diagnostic and 
therapeutic goal in mind. The present paper on neurodermatitis is a 
preliminary report of another study in this series. 

The term neurodermatitis in this study refers specifically to the dry 
type of neurodermatitis of Stokes * and Becker.®° This condition is essen- 
tially the same as that called atopic dermatitis by members of the depart- 
ment of dermatology at the Massachusetts General Hospital. By atopic 
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dermatitis we refer to a disease of the skin which is somewhat akin 
to the eczema—dermatitis venenata group of diseases in its clinical char- 
acteristics yet differs from it in that it does not include hypersensitivity 
to external irritants and vesiculation. The clinical picture consists of 
erythema, exudation and thickening of the skin occurring most commonly 
on the flexor surfaces of the elbows and knees and about the neck. The 
lesions may be local or may become completely generalized. They are 
almost always associated with a most intense pruritus. Because the 
condition occurs so frequently in persons with an “allergic diathesis,” 
it has been considered by many physicians as a form of atopy and hence 
is called atopic dermatitis. 

Dermatologists and psychiatrists have been aware of the influence of 
the patient’s emotional state on both the exacerbations and the chronicity 
of the illness, but great differences of opinion have existed as to the 
exact role of the emotional state. Some dermatologists have even 
doubted that the patient’s emotional state plays any part in the onset or 
exacerbation of the illness. Sulzberger has been the leading proponent 
of this point of view, emphasizing the role played by specific allergens 
in exacerbation.* Becker,’ on the other hand, entertains a dynamic 
concept regarding the nature of all the neurodermatoses, believing that the 
“protoplasmic irritability” or unrest associated with an underlying con- 
stitutional defect makes for constant fatigue, which, in turn, enhances 
this defect. Van de Erve and Becker’ attempted to determine the per- 
sonality and social status of patients with neurodermatoses. In this 
study there were no specific controls, nor were any specific attempts made 
to ascertain quantitative values. Stokes* has emphasized the under- 
lying emotional factors in what he calls the psychoneurogenous com- 
ponent of the cutaneous reaction mechanism. In his earlier studies, under 
the influence of Sack,® he drew attention to the relation between cuta- 
neous disturbance and psychosexual difficulties. In his later work 
emphasis has been placed on personality traits. Stokes’s conclusions were 
based on impressions from general experience, and no control study was 
undertaken. Stokes has also emphasized, with Brill *° and Rogerson,"’ 
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the occurrence of neurodermatitis in persons with a ‘“‘vagotonic” 


background. 
Investigation of the neurodermatoses by psychiatrists has been 


scattered and individualized. Practically all the studies have been based 
on the observation of a single patient under psychiatric treatment, and 
from this sweeping deductions have often been made. The principal 
emphasis has been on the psychologic determination of the symptom. 
The earlier studies pointed to the importance of the relation of sexuality 
and neurodermatitis, which was considered an “organ neurosis” in which 
itching and scratching served to produce sexual gratification that could 
not be secured through normal channels. The importance of blushing 
and exhibitionism,'* the need for self accusation '* and self punishment ** 
and the existence in other allergic conditions of states of repressed and 
frustrated longing * have been mentioned. Dunbar ** has reviewed the 
literature in this field. 

To our knowledge no study on a large number of cases with control 
series to evaluate the psychiatric component has been undertaken. 

The purpose of the present study was to estimate the clinical 
psychiatric state of a group of patients with atopic dermatitis and to 
have the results adequately controlled. An attempt to objectify certain 
long-standing problems within this field was undertaken. These preb- 
lems include the relation of neurodermatitis to the psychoneuroses, the 
personality makeup of the patient with atopic dermatitis and the validity 
of the assumption that the exacerbations of this dermatologic condition 
are associated with precipitating events of emotional significance. 


METHOD OF STUDY 


The present report was based on 32 cases of atopic dermatitis in 
which there was a history of eczema in infancy. These patients were 
seen in the dermatologic clinic of the Massachusetts General Hospital 
between 1939 and 1941. The group consisted of 9 males and 23 females 
ranging in age from 7 to 36 years, including 4 children under the age 
of 14. 

Three series of control subjects were also studied. These included 
16 patients (6 males and 10 females) with lupus erythematosus, 20 
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psychoneurotic patients (6 males and 14 females) and 20 normal contro! 
subjects (6 males and 14 females). The patients with lupus erythema- 
tosus were studied as one group of subjects because in this condition 
the emotional status of the patient is said to have no effect on the lesion 
and because of the comparable chronicity and long course of the illness, 
In addition, the lesions are located on exposed areas of the body and 
face, which might make for sensitivity on the part of the patient. The 
psychoneurotic controls, with diagnoses of hysteria, phobia, compulsion 
neurosis and reactive depression, were selected at random from patients 
in the psychiatric ward. The normal controls were persons from essen- 
tially the same social and economic groups as the patients, who had no 
complaints and whose physical examination gave results within normal 
limits. The control subjects were in the same age groups as the atopic 
patients. 

The material presented was derived from interviews with each of the 
88 subjects. A questionnaire was used which consisted of two hundred 
and sixteen items dealing with history of the dermatitis, psychosexual 
history, personality traits, mental status, physical examination and 
description of cutaneous lesions. The replies to the questionnaire were 
extended, especially for the two groups of dermatologic patients, to 
inelude more specific and detailed discussion of any disturbing factors 
that coincided with or apparently precipitated exacerbations of the illness. 
Under mental status record was made of such facts as facial expression, 
activity, shyness, degree of resentment, evidence of depression, emotional 
lability and exhibitionism. The interviews lasted about an hour and were 
usually completed in one session. 

The information obtained through the questionnaire was compared 
with that obtained from additional psychiatric interviews with 11 of the 
patients with atopic dermatitis. As a further test of the questionnaire 
method, the same questions were given to 10 of the atopic patients by 
each of the two examiners. An additional check on the material obtained 
was available from the study of 5 of the patients with atopic dermatitis 
who received a careful and prolonged study of from three weeks to four 
months in the psychiatric ward. It was our impression that factual 
material dealing with the history of the patient was more readily obtained 
by the questionnaire but that questions on emotional relations and on 
intimate sex material were more compietely dealt with in the usual 
psychiatric interview. 

Of the two hundred and sixteen questions comprising the entire 
questionnaire, eighty-five questions form the basis for the present study. 
These are divided into two groups. 


Group A includes seventy-seven questions relating to psychoneurotic 


symptoms and personality traits and seven questions on the effect of 








GREENHILL-FINESINGER—ATOPIC DERMATITIS 191 


emotional states on the skin. There was also one comprehensive ques- 
tion, split up into a number of subquestions, which concerned each 
remembered exacerbation of the illness, information being sought as to 
the time, duration, localization on the skin and any significant coincident 
event. Group B relates to the patients with atopic dermatitis and lupus 
erythematosus. The questions on psychoneurotic symptoms and per- 
sonality traits (A) were classified as follows: 


1. Neurotic symptoms in childhood: seven questions relating to 
temper tantrums, enuresis, nail biting, somnambulism, pavor nocturnus 
and eating difficulties. 

2. Hysterical symptoms: six questions relating to headaches, faint- 
ing, difficulties in swallowing, vomiting, transient blindness and paralysis. 

3. Phobic symptoms and personality: six questions relating to fear 
of water, fear of high places, fear of closed rooms, fear of the dark, fear 
of crowds and fear of walking in the street alone. 

4, Anxiety symptoms: seven questions relating to difficulty in 
breathing, palpitation, pain in the chest and diarrhea. 

5. Compulsive and obsessive symptoms and personality: seven ques- 
tions relating to persistent ideas, compulsive behavior, excessive order- 
liness and punctuality, frequent handwashing and tendency to collect 
and save objects. 

6. Feelings of hostility: eight questions relating to hostility toward 
members of the family, easily aroused anger, grudges and argumentation. 

7. Exhibitionistic tendencies: eight questions relating to blushing, 
being the center of attention, stage fright, being watched at work, shyness 
and interest in one’s own appearance and in clothes. 

8. Depressive tendencies: eleven questions relating to mood, feelings 
of gloom with no apparent reason, suicidal ideas, mood swings and 
episodes of crying. 

9. Feelings of inadequacy: eleven questions on feelings of inferiority, 
lack of ease in a social group, lack of self confidence, difficulty in group 
conversation and difficulty in making friends. 

10. Personality trends: a single question on tendencies toward 
blushing, sensitivity, lack of self confidence, shyness, hostility toward 
family and suppression of anger. 

11. Effects of emotional states on the skin: a single question on 
nervousness, worry, excitement, anger, suppression and expression of 
anger and depression. 

Group B included questions dealing with the relation between 
environmental and emotional situations and coincidental exacerbation 
of the dermatitis and was analyzed in terms of work problems, test 
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situations, family problems, psychosexual problems, environmental 
changes, economic insecurity, trauma and feelings of hostility and 
insecurity. 

Most of the questions were worded in such a way as to elicit from 
the patient a reply of “yes” or “‘no” or an expression of doubt. A method 
of scoring the answers for each group of subjects was used by which each 
topic was given a frequency rating based on the percentage of persons 
in the group giving a positive reply to each question under that topic. 
When more than one question was included under a topic, the frequency 
for the topic was derived by averaging the ratings for the individual 


Mean Frequency in Per Cent of Positive Answers to Questions Relating to 
Neurotic Symptoms and Personality Traits 
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questions (table). For topic 10 the results are given for individual 
questions (chart 1). In addition, data on consistency of response were 
obtained in terms of the per cent of persons in the four diagnostic groups 
giving positive answers to more than half of the questions for a given 
topic. For group B each of the environmental and emotional situations 
was separately rated as to the number of times it occurred coincidentally 
with an exacerbation of the dermatitis, and this number was expressed 


as a per cent of the total number of exacerbations reported for each of 


the two groups of cutaneous conditions (chart 3). Furthermore, each 
of the situations was also scored in terms of the number of patients whose 
history disclosed a single instance of coincidence of this situation with an 
exacerbation of the eruption. This number was again expressed in per 
cent of the cases in the group, and the results were charted for each of 
the environmental situations. 
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RESULTS 

Group A.—1 to 5. Neurotic Symptoms in Childhood, Hysteria, 
Anxiety, Phobia and Compulsive and Obsessive Symptoms.—The symp- 
toms which appeared more frequently for the atopic patients than for the 
normal controls were neurotic symptoms in childhood, symptoms of 
phobia and compulsion neurosis. The difference between the atopic and 
the normal group was not striking. When compared with the patients 
with lupus erythematosus, the atopic patients had a greater frequency 
for the neurotic symptoms in childhood and for phobia and showed no 
difference for the symptoms of compulsion neurosis. The incidence of 
symptoms of hysteria was the same for the group with atopic dermatitis 
as for the group with lupus erythematosus and the normal control group. 
This was also true for symptoms of anxiety. The incidence of symptoms 
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Chart 1—Positive answers to questions on blushing, sensitivity, hostility, sup- 


pression of anger, lack of self confidence and shyness. 


under each topic was much greater for the psychoneurotic group than 
for the group with atopic dermatitis or with lupus erythematosus and the 
normal control group except for symptoms of phobia, which were essen- 
tially the same for the atopic and the psychoneurotic groups. A mean 
value derived for all of the topics mentioned shows the relative incidence 
of 20 per cent for the atopic patients and 13 and 14 per cent respectively 
for the group with lupus erythematosus and the normal control group. 
The incidence for the psychoneurotic group was 48 per cent. 

6. Feelings of Hostility—lIt is striking that the incidence of hostile 
feelings (chart 1) is greater in the group of atopic patients than in all 
three of the control series, including even the psychoneurotic group. 
Especially is this apparent when the patients giving positive answers to 
over half of the questions are considered. This observation corroborates 
the observations of Stokes on patients with an eczema-—asthma-hay fever 


complex.® 
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7. Exhibitionistic Behavior —The incidence of these traits is high for 
all four groups of subjects, being somewhat greater for the atopic patients 
than for the normal control subjects. The patients with lupus erythema- 
tosus show a greater incidence of these traits than do the atopic patients, 
the rating for the former being almost equal to that of the psychoneurotic 
group. 

8 and 9. Feelings of Depression and Inadequacy.—There was close 
parallelism between the relative differences from group to group for 
feelings of depression and inadequacy. For each of these two topics the 
frequency for the atopic patients was slightly greater than that for 
the group with lupus erythematosus and the normal group but was con- 
siderably less than that for the psychoneurotic patients. The mean fre- 
quency for each group appeared somewhat greater for the questions on 
inadequacy than for the questions on depression. For both depression 
and inadequacy the difference between the atopic patients on the one hand 
and the patients with lupus erythematosus and the control subjects 
on the other hand was more striking when expressed in terms of the 
number of subjects giving positive answers to over half of the questions. 

10. Questions on Personality Trends.—There is essentially no differ- 
ence between the atopic group and the psychoneurotic and normal groups 
in regard to their tendency to blush (chart 1). Positive answers in 
regard to sensitivity, lack of self confidence and shyness were found 
in from 43 to 90 per cent of the atopic and psychoneurotic patients, in 
approximately the same frequency for these two groups. The patients 
with lupus erythematosus had a smaller frequency, approximating that 
of the normal controls. The atopic patients showed a much greater 
incidence of positive answers to questions dealing with hostility toward 
the family and suppression of anger than did all the other groups. More 
than 60 per cent of the atopic patients stated that they suppressed their 
anger, as compared with 25, 30 and 37 per cent, respectively, of the 
group with lupus erythematosus and the normal and psychoneurotic 
groups. ¢ 

11. Effects of Emotional States on the Skin.—Both the atopic 
patients and those with lupus erythematosus reported that feelings of 
nervousness, worry and excitement made the skin feel worse (chart 2). 
The effect of anger was most interesting. A much greater percentage 
of patients with atopic dermatitis than of those with lupus erythematosus 
reported that feelings of anger, suppression of anger or expression of 
anger made the skin feel worse. The atopic patients also reported more 
frequently than did the other dermatologic patients that depressive 
feelings affected their skin. 
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Group B.—Relations between Environmental and Emotional Situa- 
tions and Exacerbations of the Cutaneous Lesions.—This relation is 
reported separately, since the data were obtained by learning from the 
patients with atopic dermatitis and with lupus erythematosus the signifi- 
cant environmental events occurring simultaneously with each exacerba- 
tion of dermatitis. 

For the group of 32 atopic patients there were recorded 84 
exacerbations of the dermatitis (chart 3), and of this number correla- 
tions witli evironmental and emotional events occurred in 46, or 55 per 
cent. For the patients with lupus erythematosus a relation between 
situational events occurred in 36 per cent of the exacerbations. Further- 
more, 68 per cent of the atopic patients showed at least one correlation 
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Chart 2.—Correlations between some emotional states and exacerbations of 
cutaneous diseases. 


in their history, while 50 per cent of the patients with lupus erythema- 
tosus showed the same. The analysis of the various types of situations 
associated with exacerbations follows. 

About one third of the atopic patients had as associated events 
problems dealing with their work, and about one quarter mentioned 
family problems. A smaller number, about 15 per cent, mentioned 
psychosexual problems and changes of their physical environment. On 
the other hand, over 40 per cent of the patients with lupus erythematosus 
mentioned family problems as being associated with exacerbations ; this 
is much greater than for the atopic patients. A smaller number of them 
(about 15 per cent) mentioned changes in the physical environment and 
economic insecurity; one mentioned trauma, and one referred to a 
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psychosexual problem. These results of the study on the atopic patients 
do not differ radically from those of Becker and Obermayer.** 

When the associated events are considered according to the pre- 
dominant emotional response of the patient, it seems that two types 
of emotional reactions were present, namely, feelings of hostility and 
feelings of insecurity. About one third of the atopic patients asso- 
ciated feelings of hostility with the precipitating event and about an equal 
number associated feelings of insecurity with these events. Exacerba- 

PERCENTAGE OF POSITIVE PERCENTAGE OF PATIENTS SHOWING 
CORRELATIONS FOUND IN TOTAL AT LEAST ONE POSITIVE CORRELATION 
NUMBER OF EXACERBATIONS BETWEEN PRECIPITATING EVENT AND 
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Chart 3—Relation between situations and exacerbations of cutaneous dis-urbance. 


tions associated with similar situations involving the same feelings were 
reported by only 16 per cent of the patients with lupus erythematosus. 

In summary, the data indicate that patients with atopic dermatitis 
show a significantly higher correlation between the acute exacerbation 
of the dermatitis and an associated event than do the patients with lupus 
erythematosus. Situations associated with feelings of hostility and 
insecurity were much more frequently associated with exacerbations in 
atopic patients than in the other dermatologic group. On the other hand, 


17. Becker, S. W., and Obermayer, M. E.: Modern Dermatology and Syphil- 
ology, Philadelphia, J. B. Lippincott Company, 1940. 
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situations associated with family problems, illness, economic insecurity 
and trauma were associated more frequently with exacerbations in the 
patients with lupus erythematosus.'® 

The relatively insignificant effect of psychosexual problems for both 
groups was possibly related to the difficulty in obtaining data on this topic 
through the questionnaire method. 

Although the methods of investigation of the 5 ward patients and 
the results thereby obtained will be reported in full at another time, a 
case of atopic dermatitis is presented briefly to illustrate the method used. 


REPORT OF A CASE 


The patient was a 32 year old single woman of Irish extraction who was 
admitted to the dermatologic ward of the Massachusetts General Hospital on 
June 15, 1939 with an acute exacerbation of atopic dermatitis. She gave a history 
of having had eczema at the age of 6 months, followed by a series of attacks of 
atopic dermatitis: at 7 years; at 12 years, associated with menarche; at 13, 14 and 
15 years, related to her school work; at 17, when she began working; at 18, when 
she was hospitalized for this condition on four occasions with remission followed 
by immediate exacerbation on discharge; at 22; at 25, and finally at 30. The 
present attack had begun at the age of 30 in association with some difficulty at 
work and some verbal stimulation on sexual matters by a fellow employee. On 
her return home her lesions became worse. With each attack the patient had noted 
an intense fear of dirt within her home and a compelling tendency to clean it up. 
The state of her skin was given by her as an excuse for avoiding all social situations 
and of limiting her occupation to that of domestic, a form of employment far below 
her intellectual status. 

On her admission to the dermatologic ward it was seen that she had the 
characteristic erythematous, exudative, hyperkeratotic lesions of the flexor surfaces 
of the arms, popliteal spaces, neck and face. She showed some improvement but 
was soon transferred to the psychiatric ward. Here it was seen that she appeared 
much older than her years, was quiet, shy and retiring and almost never showed 
her emotional feelings. Great care was taken not to stir up her feelings, and over 
a period of weeks her lesions almost completely disappeared. During this time 
the patient was seen in daily psychiatric interviews, and a large mass of material 
was obtained. The striking fact about this period was that the patient constantly 
and with increasing intensity poured out a torrent of resentment against the 
members of her family. Her pattern of behavior was determined, and all possible 
subjects of sensitivity were noted for further use. When the patient’s skin had 
reached a state of improvement which was beyond that noted by the patient for 
years, these sensitive topics were introduced to the patient by a psychiatrist. Many 
of these topics produced no effect, but when one did, a period of time was allowed 
to elapse so that the skin would quiet down before another was introduced. 


18. The description of the exacerbations differed for the two groups. The 
atopic patients reported exacerbations of two types, an acute flare-up and a chronic, 
prolonged change in the skin. The patients with lupus erythematosus reported 
chronic types of change. It is to be noted that these data were obtained from 


the descriptive material of the patients. 
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It was noted that the patient experienced several exacerbations induced either 
by the psychiatrist or by events which could be carefully observed in the ward. 
These exacerbations were related to specific topics centered about the patient's 
feelings of hostility toward certain members of her family, her positive and yet 
ambivalent feelings directed toward a brother and her relations with the psy- 
chiatrist. Definite minor incidents associated with occasional feelings of hostility 
toward the ward personnel or to feelings of inadequacy concerning future employ- 
ment produced only mild pruritus but no exacerbation. Other possibly sensitive 
topics, related, for example, to her psychosexual life, her past inability to work 
and an illegitimate pregnancy in the family, had no effect on her skin. The patient 
reacted with acute exacerbations of the dermatitis only to specific and limited 
emotional problems associated with feelings of hostility and inadequacy. 


COMMENT 


One of the objects of the present study was to determine the incidence 
of psychoneurotic symptoms in a group of patients with atopic dermatitis. 
The evidence indicates that these patients tend to have more psycho- 
neurotic symptoms than nonpsychoneurotic control subjects, although 
they do not approach the multiplicity of symptoms of the psychoneurotic 
patients. Specifically the atopic patients showed a slight preponderance 
in childhood neurotic symptoms over the nonpsychoneurotic control 
groups. Absence of hysterical symptoms is noteworthy in the atopic 
patients. They have a striking tendency toward phobic symptoms and 
closely approach the psychoneurotic group in phobic and in compulsive 
and obsessive symptoms and personality traits. 

It is of interest that compulsive and obsessive symptoms were found 
to an equal degree in the patients with lupus erythematosus, who other- 
wise closely approached the group of normal controls. As investigation 
proceeds in the study of psychosomatic disorders, it appears that many 
conditions, e. g. bronchial asthma,? mucous colitis * and rheumatoid 
arthritis,’ occur in personalities of this type. <It may be that diseases 
of chronic nature produce by their very chronicity personality char- 
acteristics of the compulsive-obsessive type; This relation warrants 
further investigation. 

The questionnaire material and the more intensive investigation of 
ward patients show that persons with atopic dermatitis seem to have 
difficulty in their relations with other persons, being characterized by a 
greater incidence of feelings of hostility than the other groups studied, 
especially in relation to members of their own family. This hostility 
is rarely shown in overt action, for the patient, sensitive as he is, tends to 
suppress his feelings of anger, as is so strikingly brought out in the 
questionnaire. At the same time, he entertains feelings of inadequacy, 
is depressed, has lack of self confidence and is notably shy and sensitive. 
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The data show a greater incidence of all of these traits in the atopic 
group than in the group with lupus erythematosus or in the normal con- 
trol group. The questions on blushing and exhibitionism show that these 
occur with no greater frequency than in the group with lupus 
erythematosus. 

It is our impression from this study that the emotional life of the 
patient is definitely related to his dermatologic disease. Highly pertinent 
is the regularity with which we could produce exacerbations in ward 
patients when once we had ascertained their specific problems. The 
questionnaire study shows a high correlation between exacerbations and 
associated events, especially in the case of events associated with specific 
emotional problems. These patients are in most instances fully aware 
of the role of emotions in the chronicity and exacerbation of their illness 
and note themselves that nervousness, worry, excitement and particularly 
anger produce a deleterious effect on the skin. These reports as to the 
effect on their skin of anger, especially of the suppression of anger, is 
particularly noteworthy in view of the prominence of hostile feelings 
in the emotional makeup of the atopic patients. Anger appeared to play 
no such role in the case of the patients with lupus erythematosus. The 
role of depression for the atopic dermatitis deserves further study. 
Depressed feelings were reported to be associated with intensification 
of the eruption frequently by the atopic patients and only half as often 
by the patients with lupus erythematosus. We had noticed in the patients 
with atopic dermatitis studied intensively in the ward that depression 
tended to occur just preceding each exacerbation. This observation: 
would lead one to wonder whether the depressed feelings were occasioned 
merely by the patient’s discouragement over his eruption and to speculate 
to what extent the contrary might be true. The feelings of depression 
and suppressed feelings of hostility which we have referred to should be 
considered as precipitating factors in the remittent pattern of this disease 
of the skin. 

SUM MARY 

Thirty-two patients with atopic dermatitis were studied to evaluate 
the influence of emotional factors on this disease. The patients were 
investigated by means of questionnaires which embraced the dermato- 
logic, medical and psychiatric history, the presence of neurotic symptoms 
and the personality characteristics of each patient. Controls included 16 
patients with lupus erythematosus, 20 psychoneurotic patients and 20 
normal persons. 

Patients with atopic dermatitis show psychoneurotic symptoms more 
frequently than do the patients with lupus erythematosus or the normal 
controls, although they do not approach the psychoneurotic group in 
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frequency or consistency of symptoms. The greater proportion of the 
patients with atopic dermatitis who presented neurotic symptoms had 
phobic and compulsive-obsessive symptoms, whereas practically none 
were found to have symptoms of hysteria. The patients with lupus 
erythematosus also showed compulsive-obsessive tendencies. 

The patients with atopic dermatitis were found to have hostile 
tendencies, feelings of inadequacy and depressive trends. Blushing and 
exhibitionism occurred no more prominently in the group with atopic 
dermatitis than in the groups with lupus erythematosus and _ psycho- 
neurosis. 


There was a definite correlation between events which evoked feelings 
of anger and depression and exacerbations of the eruption in the patients 
with atopic dermatitis. 


Duke University School of Medicine, Durham, N. C. 


Massachusetts General Hospital, Boston. 














PRIMARY LESIONS OF PEMPHIGUS VULGARIS 


MAURICE OPPENHEIM, M.D. 
AND 
D. COHEN, M.D. 


CHICAGO 


The question whether, like syphilis, pemphigus vulgaris begins with 
a primary lesion some time prior to the generalized eruption has been 
discussed by several authorities since Neumann,’ chief and teacher of 
Oppenheim and assistant to Hebra, described in his textbook the first 
case of pemphigus vegetans, observed in 1874. A diagnosis of syphilis 
cutanea vegetans was made but was later corrected (1886). In the 
right axilla there were separate blisters which showed no tendency to 
become epidermized, and there was a dark red elevated area the size of 
a dollar denuded of epidermis. Leszczynski?* gives a similar description 
of a primary lesion of pemphigus vulgaris. In his case a few blisters 
appeared a short time later on the lower lip and on the oral mucous 
membrane. Three months afterward a generalized rash of blisters 
appeared, with vegetations on the labia majora and in the groins and 
axillas, and finally the patient died. Nikolsky * wrote in his handbook: 
“The beginning of the disease remains unobserved by physician and 
patient.” Stumpke* expressed the belief that the interval of several 
weeks between the appearance of the first vesicles and the generalized 
rash indicates an infectious origin, as does the fact of a primary localized 
infection. Friihwald* distinguished three forms of primary lesions of 
pemphigus vegetans. In the majority of cases, if not in all, pemphigus 
vulgaris begins with a primary lesion, and often this is characteristic. 
Leszezynski ? in 1930 collected the facts on primary lesions of pemphigus 
vulgaris. He stated that the chronic type usually begins on the mucous 
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membrane of the mouth, with erosions, blisters and blebs, croupous 
aphthoids and stomatitis ulcerosa. He observed a primary lesion on the 
scalp. One of us (Oppenheim *) in 1930 stated that prior to the gen- 
eralized bullous eruption and the development of the vegetations in the 
axillas, on the genitals and on the scalp, a localized rash may appear 
in the mouth. This is characterized by bullae unassociated with inflam- 
mation; it is resistant to treatment, and it tends to recur. It is often 
caused by a mechanical insult ( Nikolsky sign). Leszczynski said that it 
can be considered proof of the infectious nature of pemphigus. The 
primary lesion also appears on the scalp, in the umbilical region and 
elsewhere in the form of impetigo, herpes or other blister-like rash, often 
following an injury. Since 1930 Oppenheim has obtained a history of 
a primary lesion in many cases of pemphigus vulgaris observed in 
Austria. 

In this paper we shall report 3 cases of pemphigus beginning with a 
primary lesion. Two of these, cases 1 and 2, we previously presented 
before the Chicago Dermatological Society. All 3 were presented by 
Ormsby before the American Academy of Dermatology and Syphilology 
in December 1940. 

REPORT OF CASES 

Case 1.7—P. G., a Jewish painter aged 42, married, was first seen by us in our 
clinic on Aug. 7, 1940. Because of the severity of his condition he was imme- 
diately admitted to Mount Sinai Hospital. Examination of the skin revealed 
numerous lesions all over the body, consisting of pinhead-sized papules, vesicles 
and bullae, some of the bullae being the size of a quarter. Many oozing lesions 
with red, angry, wet bases were seen; other lesions were confluent and irregular 
in outline. Some of the older lesions had large crusts. On the right elbow, in 
both axillas and on the neck, vegetations the size of eggs and of walnuts were 
present. They were grayish, oozing, crusting and ill smelling. In the mouth, 
especially on the hard palate, there were many ruptured bullous lesions. 

The history obtained at the hospital revealed that six weeks before admission 
small vesicles had appeared in both axillas. These lesions became larger, to form 
bullae, which later burst, with subsequent formation of crusts. Following this 
outbreak, new lesions had occurred, involving the scalp, face, neck, chest, back, 
upper extremities, groins and lower extremities. The patient complained of severe 
pruritus at the site of the lesions at onset. In March 1940 the patient had suffered 
a burn on his right elbow joint; in spite of treatment the burn had not healed 
completely, always exhibiting blisters, and it had finally become enlarged. This 


was the primary lesion. 


6. Oppenheim, M.: Ueber die Verwendung des Spirozids beim Pemphigus 
vulgaris chronicus und vegetans nebst Bemerkungen zur Spirozidtherapie, Dermat. 
Wehnschr. 91:1855 (Dec. 20) 1930. 

7. Oppenheim, M., and Cohen, D.: Pemphigus Vegetans: Continuous Treat- 
ment with Acetarsone, Arch. Dermat. & Syph. 45:250 (Jan.) 1942. 
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Laboratory examination revealed 5,450,000 erythrocytes and 7,000 leukocytes per 
cubic millimeter of blood, with 99.6 per cent hemoglobin. The Wassermann and 
Kahn reactions were negative. Urinalysis showed neither sugar nor albumin. 
Determination of the blood calcium revealed 7.8 mg. per hundred cubic centimeters 
on August 9 and 11 mg. on August 24. 

Treatment consisted of six blood transfusions, one course of germanin, daily 
oatmeal baths, applications of 5 per cent boric acid ointment, administration of 
acetarsone and a high vitamin, high calory diet. 

The patient recovered except for having small flat vegetations in both axillas. 
A mild scaling dermatitis due to the acetarsone was present on the chest and on 
the neck for one month. This cleared up entirely with the use of a bland ointment. 
The patient returned to his former occupation, and he now feels well, having gained 


40 pounds (18 Kg.) since his hospitalization. 


Case 28—P. A., a Lithuanian aged 60, was first seen in our clinic on 
Oct. 22, 1940 and was then hospitalized in the University Hospital. He pre- 
sented a generalized*eruption of four months’ duration involving the scalp, trunk, 
upper and lower extremities and mucous membranes. Three months prior to the 
appearance of this eruption he had noticed on the scalp a localized group of 
blisters which did not heal and were not pruritic. There was no history of 
ingestion of drugs or of any previous similar attacks. The generalized condition 
had appeared first on the wrists, axillas, groins, trunk and mucous membrane. At 
the onset and with the occurrence of new lesions some pruritus was present, but 
this rapidly disappeared. In many places vesicles and bullae were located at the 
periphery of an erythematous area. Some lesions occurred on normal skin and 
others on erythematous skin. This was especially true of the lesions about the 
groins and axillas. New blisters and erosions developed on the penis, elbows, 
knees and trunk. An erosion was present on the left side of the hard palate, and 
a morbilliform erythema was present on the entire trunk. Few of the new blisters 
were located on normal skin. The Nikolsky sign was present. Many of the 
lesions disappeared, leaving no pigmentation or scars. 

Laboratory examination of the blood revealed 4,500,000 erythrocytes and 8,150 
leukocytes, with 61 per cent polymorphonuclear cells, 51 per cent lymphocytes, 
5 per cent eosinophils and 5 per cent transitional forms; there was 90 per cent 
hemoglobin. Examination of the blood calcium revealed 4 mg. per hundred cubic 
centimeters on October 25, 5 mg. on November 2 and 12.6 mg. on November 16. 
A test for indican in the blood gave negative results. Urinalysis revealed no 


abnormality. A smear of material from a bleb showed a few polymorphonuclear 


cells and a few lymphocytes but no eosinophils. 
Treatment consisted of administration of acetarsone, one blood transfusion 


(250 cc.), daily oatmeal baths, use of 5 per cent boric acid ointment, administra- 
tion of calcium with viosterol and a high vitamin diet. The patient was hospitalized 
for six weeks, during which time he improved decidedly. He then returned to 
work, free of all signs of the disease except pigmentation at the sites of the blisters. 


Case 3.—Mrs. J. L., a white woman aged 46, a housewife, was first seen by 
us on March 4, 1940. She had had an eruption for six months about the mouth, 
scalp, posterior part of the axillas, genitocrural area and labia minora and majora. 
This was mildly pruritic. 


8. Oppenheim, M., and Cohen, D.: Pemphigus Vulgaris, Arch. Dermat. & 
Syph. 43:1073 (June) 1941. 
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This condition began in the spring of 1940 as a crusting eruption on the scalp, 
which lasted two months and was followed by the aforementioned dissemination. 
There were many bullae varying in size from that of a hemp seed to that of a 
hazelnut, some on normal skin and others surrounded by an erythematous halo. 
Many erosions were present. These were round and sharply limited, with no 
surrounding inflammation. The lesions were mostly grouped in circles and garlands, 
In many places there were crusts of various forms. The affected areas were 
sharply contoured, polycyclic and partly confluent. Floating membranes of epi- 
thelium were present on the mucous membrane of the upper lip. The conjunctiva 
of the right eye was injected, and there was a small erosion in the center. The 
Nikolsky sign was present. 

Laboratory examination of the blood revealed 4,890,000 erythrocytes and 6,900 
leukocytes, with 64 per cent polymorphonuclear cells, 30 per cent lymphocytes, 
4 per cent eosinophils and 2 per cent monocytes; there was 83 per cent hemo- 
globin. Urinalysis gave negative results for sugar and albumin. The Kahn reaction 
was negative. Chemical examination of the blood revealed 35 mg. of nonprotein 
nitrogen, 95 mg. of sugar and 9.6 mg. of calcium per hundred cubic centimeters 
and no indican. 

Treatment consisted of the administration of acetarsone, daily oatmeal baths 
and local application of 5 per cent boric acid ointment. Although a blood trans- 
fusion had been planned, the patient’s condition improved so rapidly that it was 
omitted. One and one-half years after the onset there were no cutaneous mani- 
festations except pigmentation in the areas where the blisters had been. 


COMMENT 


In these 3 cases the condition began with a localized lesion resistant 
to therapy occurring prior to the generalized outbreak. In case 1 it 
began with a burn on the flexor surface of the right elbow joint, where 
blisters and crusts continued to form in spite of treatment. Three months 
later a generalized rash of bullae and vesicles appeared. This developed 
into malignant pemphigus vegetans. In case 2, three months prior to 
the generalized eruption several blisters appeared on the center of the 
scalp and did not heal. The generalized bullous eruption which followed 
involved the mucous membrane of the mouth. In case 3 the condition 
began with a crusting eruption on the scalp, which was followed two 
months later by a generalized bullous eruption on the body. This 
involved the mucous membrane of the mouth, genital organs and con- 
junctiva. 

The 3 cases were all instances of pemphigus vulgaris of the chronic 
type. The disease in case 1 was of the malignant form, as shown by 
the clinical appearance—permanent bullous eruptions, severe oral lesions 
and vegetations—and by the histologically wartlike nature of the vege- 
tations remaining in the axillas. The condition in cases 2 and 3 was 


of the benign type, as shown by the appearance of bullae on otherwise 
normal skin. In case 3 there were serpiginous lesions of pemphigus, with 
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lesions on the mucous membranes and mild itching. The lesions in case 
2 healed with the formation of many sebaceous and horny cysts, as do 
those of epidermolysis bullosa hereditaria. This fact was confirmed by 
histologic examination. In case 3 the Nikolsky sign was present and 
the reaction to the iodine test negative. These findings all speak against 
a diagnosis of dermatitis herpetiformis of Duhring. 

Senear ® recently described a case in which the initial lesion covered 
the entire palate. It was a pultaceous membranous mass movable over 
the underlying structures. Senear thought first of a mycotic infection, 
but tests for such infection gave negative results. The next time he 
saw the patient, the membrane had loosened spontaneously, and the 
erosive surface underlying it made him think of pemphigus. About six 
months later he was told that the patient had had a generalized bullous 
eruption and had died of typical pemphigus within a couple of months. 

Oliver '° described the case of an elderly Jewess who had a moist 
lesion on the vertex of the scalp which looked like an ordinary lesion of 
seborrheic dermatitis but was about the size of a half-dollar. Shortly 
afterward a similar lesion appeared on the cheek under the right eye. 
These patches defied treatment for several months. None of the 
remedies Oliver was accustomed to using for seborrheic dermatitis 
resulted in any improvement. One morning he was called to see the 
patient and found her literally covered with the bullous lesions of 
pemphigus. He expressed the opinion that initial lesions occur in the 
scalp more commonly than is believed. 

Wile '! presented a case of pemphigus vulgaris, that of a 63 year old 
patient who had an eczematoid patch on the right temple which remained 
stationary for three months. After this interval lesions appeared, first 
on the chest and later on the entire body. 

Ebert '** and Zakon ** each reported a case of the pemphigus type 
of condition. In each case there was a primary lesion: in Ebert’s case, 
in the mouth one month before the generalized outbreak; in Zakon’s 
case, on the left side of the scalp above the ear several months prior to 
the appearance of the generalized rash. 


9. Senear, F. E., in discussion on Oppenheim and Cohen.® 

10. Oliver, E. A., in discussion on Wile."! 

11. Wile, U. J.: Pemphigus Vulgaris, Arch. Dermat. & Syph. 42:716 (Oct.) 
1940. 

12. Ebert, M.: Pemphigus Vulgaris Treated with Acetarsone, Arch. Dermat. & 
Syph. 45:796 (April) 1942. 

13. Zakon, S.: Pemphigus Erythematodes (Senear-Usher), Arch. Dermat. & 
Syph. 45:791 (April) 1942. 
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SUMMARY 


In 3 cases of pemphigus vulgaris of the chronic type a primary 
localized lesion appeared some time before the generalized eruption, 

Such primary lesions may be bullous, eczematoid or impetigo-like. 
The scalp, mucous membranes, axillas, groins and umbilicus seem to be 
the most frequent sites. 


As a rule these lesions do not respond to ordinary medication. 
Whether recognition of their significance and consequent intensification 
of treatment would yield better results than have heretofore been 
obtained is an open question. 

















UNILATERAL ROENTGEN IRRADIATION IN THE 
TREATMENT OF ACNE VULGARIS 


PAUL R. KLINE, M.D. 
AND 
EMANUEL GAHAN, M.D. 
NEW YORK 


The exact nature of the biochemical and biologic effects of roentgen 
irradiation on living tissue is not clearly understood. Aside from the 
difficulties imposed by the limitation of knowledge of the chemistry and 
physics of the cell, there is the added problem that the cells react to 
the rays in the body in a manner different from the way they react 
in vitro. It was discovered, for example, as far back as 1907 that 
the lethal dose for the individual cells was much lower in vivo. “In 
a general way one can say that x-rays are incapable of producing a 
marked action on cells or tissues removed from the organism,” said 
Bordier.t The various theories propounded to explain the mode of action 
of irradiation on cells were discussed in MacKee’s textbook.? 

Although their nature has not yet been elucidated, the effects of 
roentgen irradiation have been accurately described. The first studies to 
follow the discovery of the roentgen rays by Roentgen in November 1895 
were directed to their bactericidal properties ; it was soon discovered that 
their part was negligible in the production of biologic and therapeutic 
results. It is now known that the different types of cells within a living 
organism have definite, specific ranges of sensitivity to roentgen rays, 
with leukocytes heading the list, followed by the various kinds of 
epithelial cells. 

Roentgen rays have been administered in the treatment of acne 
vulgaris for at least forty years. The first communications on the 
subject were probably those of Gautier and of Pakhetonow, both of 
Paris, who read their reports before the twelfth International Congress 
of Medicine, held at Moscow in 1897. In the United States one of the 
pioneers in this type of therapy, Pusey, first treated a patient with 
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acne by this method in August 1901.*° His textbook on the practical 
application of roentgen rays appeared in 1903. It contained the histories 
of about 20 patients with acne so treated and an outline of the 
procedure which he recommended.* By 1907, in the first edition of 
his textbook on dermatology, he stated the belief that roentgen rays 
constituted the ‘method of preference in the treatment of acne.” ® 

For a long time the beneficial results obtained were attributed to 
functional inhibition and atrophy of the sebaceous glands. (Acne 
vulgaris is associated with hypersecretion of these glands, followed by 
an inflammatory process within the hair follicles. Irradiation of secret- 
ing glands produces diminished activity, either at once or after a transient 
period of pseudostimulation.*) In 1933, however, Niles, in a series 
of 40 cases, administered routine roentgen treatments to one side of the 
face and placebo treatments to the other side.’ He made the interesting 
discovery that in 26 patients there was as much, or even more, improve- 
ment on the untreated as on the treated side. About the same time, 
Polano,* working independently in Germany, treated 36 patients with 
external remedies combined with unilateral roentgen irradiations. He 
found that there were no differences between the results on the two 
sides of the face. Since then no publications have appeared on the 
subject. 

INVESTIGATION 

We have considered the subject a matter of sufficient interest to 

merit further investigation. For this purpose we have selected at 


random 50 patients with acne vulgaris among those at the Skin and 
Cancer Unit of the New York Post-Graduate Medical School and 
Hospital who had never had roentgen treatment and in whom the min- 
imum duration was two years. There were 27 women and 23 men; 


the average age was 22. One quarter of an erythema dose (75 r) of 
unfiltered roeptgen rays was given at weekly intervals to the right 
side of the face according to the technic outlined in MacKee’s textbook ; 
the left side received placebo treatments. An average of ten treatments 
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were given to each patient; 2 received only four, and 6 received sixteen. 
Thirteen patients discontinued attendance; in 1 an erythema developed 
which necessitated cessation of therapy, and another had rosacea and 
showed no improvement. The only other form of treatment given 
was a lotion, applied externally, containing either calamine and zinc 
oxide or magnesium carbonate and zinc oxide. White lotion was 
never used. 
RESULTS AND COMMENT 

In 20 patients the untreated side improved as much as the treated ; 
in 9 there was improvement only on the treated side, and in 6 there 
was no improvement on either side. No satisfactory explanation can 
be found for this curious result, which closely approximates the obser- 
vations of Niles, in whose series there was bilateral improvement in 
60 per cent of the cases. The most recent textbook on the biologic 
effects of radiation therapy, that by Ellinger,® does not consider this 
phase of the subject. In discussing roentgen ray sickness, which often 
follows large therapeutic doses, Clark® stated: “In all probability it 
is due to the flooding of the organism with the products of cell 
destruction following the irradiation.” Concerning the therapeutic 
action of roentgen rays on inflammatory processes, Desjardins '° 
wrote: “It is not unreasonable to deduce that irradiation, by destroy- 
ing the infiltrating lymphocytes, causes the protective substances con- 
tained by such cells to be liberated and thus to be made even more 
readily available for defensive purposes than were the intact cells.” 
Perhaps a similar mechanism can be invoked to explain the beneficial 
results on the untreated side. 

The scarring produced by the acne was no greater on the treated 
than on the untreated side. This confirms the opinion expressed by 
the great majority of dermatologists that roentgen rays are no more 
likely to increase scarring (when given in safe therapeutic doses) than 
any other method of treatment. Pusey, in 1902, in his first article on 
roentgen ray treatment of acne, asserted that the rays had no undesir- 
able effect on the skin and concluded that of all the dermatoses he 
had undertaken to treat with roentgen rays there was none so tractable 
as acne. Discussion on this subject may be found in articles by Hazen 
and Eichenlaub * and by Niles,’ as well as in a symposium conducted 
by the Journal of Investigative Dermatology in 1940."* 
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In 3 patients a vilateral facial erythema appeared, with a line of 
demarcation under each eye (protected by customary lead shields), 
which persisted for several weeks. During this time therapy was con- 
tinued in the usual manner, because the redness was present on the 
untreated as well as on the treated side. (It is to be noted that the 
erythema was limited to the treated side in the 1 case of this series 
in which treatment was discontinued.) These patients were shown to 
a class of graduate students in dermatology at the Skin and Cancer 
Unit, and they confirmed the observations. We believe that this 
phenomenon is to be distinguished both from roentgen ray erythema 
(which is a contraindication to further exposure) and from the benign, 
so-called “electric” erythema (which appears twenty-four hours after a 
therapeutic dose and which disappears within a few days, before the 
following treatment is given). No explanation is offered for this “sym- 
pathetic” erythema, if it may so be called. It is possible that a certain 
percentage of roentgen ray erythemas, the appearance of which is a 
contraindication to further therapy, are in reality of this new, hitherto 
undescribed, benign variety. 

CONCLUSIONS 


Unilateral roentgen irradiation in cases of acne vulgaris is likely to 
exert a beneficial effect on the untreated as well as on the treated side. 
While good results are not so common as they are with routine bilateral 
exposures, for which estimates run as high as 90 per cent, they are still 
appreciable, occurring in 3 cases out of every 5 in both our series and 
that of Niles. 

The good results obtained in the treatment of acne vulgaris with 
roentgen rays cannot be attributed solely to a functional atrophy of 
the sebaceous glands. Our investigation indicates that the rays have 
another effect, whose nature is still undetermined. 

There is no indication that this form of therapy increases the amount 
of scarring. 

Some of the roentgen ray erythemas which have hitherto been con- 
sidered as cohtraindications to further treatment are benign, because they 
sometimes appear on the untreated as well as on the treated side. 
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SPOROTRICHOSIS 


REPORT OF A CASE IN WHICH IT WAS RESISTANT TO TREATMENT 
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BOSTON 


Sporotrichosis is uncommon in New England and at times may 
present difficulties both in diagnosis and in treatment. Only 5 cases 
of sporotrichosis in which the diagnosis was proved by a demonstration 
of the causative organism have been reported in New England; Blaisdell ? 
reported the first in 1917, and since then Nellans * has reported 1, Weise * 
2 and Downing * 1. Sporotrichosis is so protean in nature that demon- 
stration of the etiologic agent is almost mandatory. For example, it 
may so closely resemble scrofuloderma, blastomycosis and cutaneous 
syphilitic gummas that a purely clinical diagnosis is often impossible. 

Potassium iodide has been accepted universally as an almost specific 
treatment for the disease. The exact mode of action of the drug is still 
a debatable question. The average dose recommended varies from 30 
to 90 grains (2 to 6 Gm.) a day and more in some cases. The period 
of administration likewise has varied from a few weeks to many months, 
with the majority of cases being included in the shorter period. Shel- 
mire ° reported good results from the intravenous use of an iodine and 
sodium iodide solution. Numerous other drugs have occasionally been 
suggested, but the iodine group remains foremost. By some the use 
of autogenous vaccines has been recommended. The most popular form 


From the Department of Dermatology, Massachusetts General Hospital, Boston. 

1. Blaisdell, J. H.: Sporotrichosis: A Clinical and Histopathological Report 
of the First Case in New England, J. Cutan. Dis. 35:452 (Aug.) 1917. 

2. Nellans, C. T.: A Case of Sporotrichosis in Connecticut, J. A. M. A. 
78:802 (March 12) 1922. 

3. Weise, E. C.: Sporotrichosis in Connecticut, New England J. Med. 205: 
951 (Nov. 12) 1931; 211:353 (Aug. 23) 1934. 

4. Downing, J. D.: Surgical Problems of Fungous Origin—Report of a 
Case of Sporotrichosis in Man, New England J. Med. 212:1085 (June 6) 1935. 

5. Shelmire, B.: Intravenous Iodine Therapy: A Preliminary Report, Texas 
State J. Med. 22:644 (Feb.) 1927. 

6. Moore, J. J., and Davis, D. J.: Sporotrichosis Following a Mouse Bite 
with Certain Immunologic Data, J. Infect. Dis. 23:252 (Sept.) 1918. 
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of local therapy has been the application of iodine in some form, especially 
as the tincture or as compound solution of iodine U. S. P. Roentgen 
therapy has been used particularly for the subcutaneous gummas, 
Thymol has occasionally been recommended, and recently sulfanilamide 


seems to be of value. 
REPORT OF CASE 


History—R. A., a white woman aged 65, entered the Massachusetts General 
Hospital on April 29, 1938 complaining of “sores” on her right arm. About one 
year previously the patient noticed the development of a painless lesion on the 
dorsum of the fifth finger of the right hand. Gradually over a period of weeks 
similar lesions appeared on the wrist and progressed up the forearm and arm. 
During the past few months the patient noticed painful lumps in the right axilla. 














Fig. 1.—Sporotrichosis. 


The patient was born in Syria, came to this country forty years ago, worked 
as a wool drawer until eleven years ago and after that did housework for her 
son. She lived in a small town near Boston and had no interest in flowers, 
shrubs or animals. 

Examination.—The patient was an obese elderly woman in no apparent dis- 
comfort or pain. The dorsum and the distal third of the right forearm presented 
extensive areas of erythema combined with verrucous, crusted and fungating cir- 
cular areas. The process extended distally over the first phalanges of the fingers 
and laterally around the wrist to the volar surface of the forearm. The whole 
process was dotted with numerous pinpoint-sized areas discharging white thick 
pus. The borders were flat and indefinite and tended to be undermined. On 
the inner aspect of the right arm were numerous infiltrated, dark red, nodular, 
granulomatous lesions in a roughly linear distribution following an apparent 
lymphatic course toward the right axilla. The right axillary glands were dis- 
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cretely enlarged to the size of walnuts, moderately tender and fluctuant. Roentgen 
ray studies revealed decalcification of the bones of the right arm with edema of the 
soft tissues. Bromide studies of the blood gave negative results. Histologic 
studies revealed only chronic inflammation. Gram-positive cocci were found by 
use of the Gram stain. 

Cultural Studies—Material taken from the minute pustules, from the border 
and from the verrucous element was planted on Sabouraud’s agar. After approxi- 
mately one week two distinct types of colonies were observed. One was readily 
identified as Staphylococcus albus, while the other, a 0.5 to 1.0 cm. moist, round, 
slightly brown colony with a faintly convoluted surface and a fine peripheral 
fringe, was found to consist wholly of fine branching hyphae. The fungous 
colonies presented grossly the characteristics of Sporotrichum. A month-old 
culture measured 4 cm. in diameter. In the center of the colony there was a 
1.5 cm., rather oval plateau, raised 2 to 3 mm. and furrowed irregularly with 


peripheral convolutions becoming definitely radial and extending almost to the 














Fig. 2.—Sporotrichosis. Note the discrete nodules. 


edge of the colony. The surface otherwise appeared smooth, moist and dull; 
the color varied from dark brown centrally to buff peripherally. Microscopic 
preparations made from this colony and stained with lactophenol-cotton blue 
revealed thin branching myceliums to which were directly attached pear-shaped 
conidia singly or in groups of from two to ten; other attachments occurred ter- 
minally and by short stalks. Slide cultures were prepared by the method of 
Benham? as later modified by Martin’ with the difference that crude maltose 
instead of dextrose was used in the culture medium. 

A clean glass slide supported on a glass tube bent into a V shape was placed 
in a Petri dish and sterilized with dry heat. Under aseptic precautions melted 
Sabouraud agar was poured over the slide until a thin film resulted. After 
solidifying, the medium was streaked heavily the length of the slide by cutting 


7. Benham, R. W.: Certain Monilias Parasitic on Man: Their Identification 
by Morphology and by Agglutination, J. Infect. Dis. 49:183 (Sept.) 1931. 

8. Martin, D. S.: A Practical Classification of the Monilias, J. Bact. 34:9° 
(July) 1937. 
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the surface of the agar while using an inoculating loop containing the organism 
A few drops of sterile water were placed in the Petri dish to prevent the mediyy 
from drying. The growth was observed frequently, and after it seemed to haye 
rather completely covered the medium the slides were dehydrated by leaving then 


exposed to air at room temperatures for thirty-six to forty-eight hours. The 


Fig. 3.—One month old culture of Sporotrichum schencki on Sabouraud’s agar. 


slides were immersed in a special lactophenol-cotton blue solution ® for fifteen 
minutes. They were then drained, washed in 70 per cent alcohol and _ finally 
immersed in 70 per cent alcohol for ten to twenty minutes until the agar was 
almost completely decolorized. Next the slides were run through 95 per cent 


9. Phenol crystals 20 Gm., lactic acid 20 cc., glycerin 40 cc., distilled watet 
20 ce. and cotton blue (C4B Poirrier) 1 Gm. 
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alcohol, acetone, a mixture of equal parts of acetone and xylene and, finally, 
xvlene. After removal from the xylene the preparations were immediately mounted 
. neutral balsam. Cover slips were used to facilitate oil immersion studies. 

Examination of a slide culture under low power revealed thin branching 


strands of mycelium to which directly and terminally were attached groups of 
conidia in rosette and “puff ball’ fashion. Under higher magnification individual 


conidia were seen to vary from cigar shape to pear shape, and to contain a central 
dark-staining portion occupying the middle third of the structure. This charac- 


teristic was uniform. The conidia appeared directly attached to the mycelium, and 
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Fig. 4—Slide culture showing characteristic spores and rosette formation of 
S. schencki, 
no true conidiophores were demonstrated. The arrangement of the conidia was in 


rosette or radial fashion to the mycelium proper, 
rosette contained on the average ten conidia and each 


although occasional solitary attach- 
ments were seen. Each 
terminal “puff ball” about twenty. 

\n autogenous extract of Sporotrichum was made following the method of 
Moore and Davis. Intradermal injections of 0.1 ce. of the antigen, with saline 
solution used as a control, produced in the patient after forty-eight to seventy-two 


hours a red indurated papule measuring 8 to 10 mm. in diameter and surrounded 
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by a zone of erythema 20 mm. in diameter. Injection of this antigen gaye 
negative results in 4 controls: 2 healthy persons with no apparent fungous disease. 
1 patient with a Trichophyton purpureum dermatosis, and 1 with a flexural 
moniliasis. 

Course.—After an etiologic diagnosis was established the patient was given 
1 Gm. of potassium iodide daily in a saturated aqueous solution. The dose was 
gradually increased to 3 Gm. daily and after ten days to 4 Gm. No particular change 
was noticed in the lesions, and in the following ten days the dose was increased 
to 5.6 Gm. The patient continued to take this dose for two weeks, and then 
she suddenly became febrile, her temperature reaching 103 F. Her only com- 
plaint was a feeling of malaise and anorexia. The administration of iodides was 
stopped, and the fever and symptoms disappeared in a few hours. A febrile reac- 
tion to iodides has been noted before.1° One 4 cm. area on the forearm was 
treated with roentgen rays (100 kilovolts, 5 milliamperes and 0.5 mm. aluminum), 
600 r being given in divided doses over twenty-one days, but no improvement 
followed. Ethyl iodide11 was given over a period of one hundred and three 
days. No improvement was observed, but since the patient did not speak English, 
full cooperation could never be assured. She was given 1 cc. of an iodine and 
sodium iodide solution well diluted with saline solution and followed at three day 
intervals with 1.5 cc., 2 cc. and 2.5 cc. injections. After the last two treatments 
thrombosis of the two available veins occurred, and the injections had to be dis- 
continued. Definite but not remarkable improvement was noted following this 
latter type of therapy. Since the patient left the hospital all attempts to estab- 
lish contact with her have failed, except in one instance, when a reply by letter 
stated that she was “much better.” It was unfortunate that sulfanilamide could 
not have been tried. 

COM MENT 


Although potassium iodide has been considered almost specific for 


sporotrichosis, at least 8 cases with the diagnosis proved by culture have 


been reported in the United States in which results from the use of this 
drug have been unsatisfactory. King ‘* reported a case in which after 
seventeen months of therapy with potassium iodide, sodium iodide intra- 
venously and roentgen rays there was only a partial response. Loewe '’ 
related a case in which a dose of 17.5 Gm. (270 grains) of potassium 
iodide per day had no effect. In this group there was found no cor- 
relation between the unresponsiveness to potassium iodide and the age, 
sex and color of the patient, the duration of the disease and the dis- 
tribution or character of the lesions. 


10. Katzenstein, L.: Fever Due to Iodides, Am. J. Syph., Gonor. & Ven. Dis. 
22:346 (May) 1938. 

11. Swartz, J. H., and Blumgart, H. L.: Ethyl Iodide Inhalations in the 
Treatment of Mycotic Infections and Allied Conditions, Arch. Dermat. & Syph. 
21:182 (Feb.) 1930. 

12. King, H.: Sporotrichosis with Report of an Unusual Case, South. M. J. 
20:541 (July) 1927. 

13. Loewe, G.: Sporotrichosis of the Cervical Area, J. A. M. A. 107:1040 
(Sept. 26) 1936. 
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SUMMARY 
Another proved case of sporotrichosis is reported from New England. 
Of special interest is the definite resistance of the disease to iodine 
therapy. This consisted of the oral administration of saturated solution 
of potassium iodide, the inhalation of ethyl iodide and the intravenous 
use of an iodine and sodium iodide solution. 
Roentgen ray therapy was ineffectual. 
No opportunity was given for therapy with sulfanilamide or its 


derivatives. 





BULLOUS DERMATITIS HERPETIFORMIS 


M. H. GOODMAN, M.D. 


BALTIMORE 


In the ArCHIVEs of DERMATOLOGY and SyPHILOLOGY of February 
1941, I* reported in brief several cases of dermatitis herpetiformis in 
elderly persons and claimed that this disease is much more common in the 
age group above 50 years than is generally believed and known. 
I furthermore showed, from a study of the literature and from my 


clinical studies for the past five years, that older persons tend to have a 


bullous form of this dermatosis and most often large bullae (pea sized 
or larger). Ina more recent publication I? referred to studies on a total 
of 14 cases of the disease in this age group and emphasized the unusual 
features by stating that in the corresponding period of time I had encoun- 
tered but 5 cases of dermatitis herpetiformis in young adults (16 to 50 
years of age). I have since then observed another case in a man 54 years 
of age. The conclusions drawn were that there is an increased incidence 
of dermatitis herpetiformis in persons about 60 years of age and bullae 
are predominant. Since this condition can simulate and is often mistaken 
for pemphigus, this age factor could be invoked as an aid in differential 
diagnosis. The differences within the type of lesion at different age 
levels, it was felt, also suggest a cutaneous determinant in this disease. 


DISTINGUISHING CLINICAL FEATURES 

The series of 15 patients included 8 women and 7 men. There were 
4 of Russian Jewish, 1 of German Jewish, 4 of English, 4 of German 
and 1 of Italian descent and 1 mulatto woman. They varied in age from 
54 to 76 years, the mean age being 64.3 and the average about 60. 

All the patients except the 3 seen most recently have been observed 
for at least one year, but in at least half of them the course has been 
followed from two to five years. 

The disease as manifested in these elderly persons is distinguished 
by certain features which are not ordinarily found in typical dermatitis 
herpetiformis. 


From the Department of Dermatology, Johns Hopkins University School of 
Medicine. 

1. Goodman, M. H.: Dermatitis Herpetiformis: Influence of Age on Incidence 
and Type of Lesions, Arch. Dermat. & Syph. 43:248 (Feb.) 1941. 

2. Goodman, M. H.: The Artificial Blister in the Study of Eosinophiles with 
Particular Reference to Dermatitis Herpetiformis, J. Invest. Dermat. 4:349 (Oct.) 
1941. 
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The eruption may be composed exclusively of bullae, but some of the 
patients occasionally show papules and papulovesicles or perhaps an 


erythematous macular or urticarial rash, such as one finds in typical 


dermatitis herpetiformis. The bullae usually range in size from that 
of a pea to that of a cherry, but often they may reach the size of a 
walnut or sometimes larger. They are characteristically clear, tense 
walled and multilocular, but in 3 of the cases they were apparently 
monolocular with a tendency toward flaccidity. 

That the eruption may be widely distributed is illustrated by 4 of 
the 15 cases. In the first case encountered, that of a woman 60 years 
of age, the bullae remained limited to the genital, pubic and crural 
regions, including the vulvar mucous membrane, for seven weeks, and 
then lesions appeared in the axillas, on the arms, the hips and the eyelids 
and in the mouth. This patient was the only one in the entire series who 
had lesions in the mouth; these lesions were rapidly recurring discrete 
bullae. In 3 cases the sites of initial appearance and greatest concentra- 
tion of bullae were symmetric groups on the shoulders, chest, arms, 
wrists, hips, groins, thighs and legs (fig. 1). In this group of elderly 
patients, however, extensive distribution of the eruption was evidently 
the exception rather than the rule, for in the majority the disease showed 
a tendency toward strict localization throughout its observed course to 
certain special sites. In 1 woman, the points of attack were the breasts 
(fig. 2), the thighs and the popliteal fossae ; in another, the breasts, the 
inframammary and umbilical regions and the flanks; in a third, the 
breasts, the axillary folds and the legs, and in a fourth, the breasts and 
the lower portion of the legs. In a woman aged 63 when seen for the 
first time, the disease had been present for eighteen months. The attacks 
with large bullae in circular groups were limited most often to the anterior 
lower portion of the legs with only an occasional attack involving the 
elbows and knees. The most recent patient in the present series, a man 
aged 54, whose disease was present for seven months, had his attacks 
confined entirely to the face (fig. 3), shoulders, upper portion of the 
back and arms, chest and groins. 

In most cases, after the disease has been present for a shorter or 
longer period, lesions of a peculiar type may develop which, more than 
any other of the features discussed, lend a uniqueness to this type of 
dermatitis herpetiformis. Bullae most frequently arise from the normal 
skin in symmetric groups and soon, usually in a few hours, are sur- 
rounded by a red halo. In due course in each bullae an inflamed base 
may develop with an elevation of the reddish border. With the sub- 
sidence of an attack at any one site the entire lesion, including the bulla 
and its inflamed macula or raised base, may disappear. However, 
sooner or later in the course of the disease with rapidly successive attacks 
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the bases of a group of bullae persist and coalesce. The eventual result 
of this process is the development of a macular patch or an infiltrated 
edematous plaque, whose surface is covered with some intact bullae and 


areas which are raw, weeping or crusted from the remains of ruptured 











Fig. 1.—Extensive eruption in a man aged 76. Note the tendency of the groups 
of bullae to be symmetric. 


bullae (fig. 2). With continuation of activity fresh bullae appear within 


or at the border of such a plaque and from time to time also on its 
surface. A peculiar lesion of this type may present the picture of an 
exudative and suggestively vegetative inflammatory process, which may 


well belie the true nature of the disease. With lessening of activity the 
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Fig. 2.—Fresh attack of bullae on and at the margin of a pigmented area remain- 
ing from an inflammatory plaque on the breast of a woman aged 71. 




















Fig. 3—A man aged 54 with lesions on the face, especially in the nasomalar and 


nasolabial areas, a localization suggesting pemphigus. 
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surface of the patch or plaque becomes flat and drier and assumes g 
coarse and granular or scaly appearance. But even under such circum- 
stances fresh bullae may develop at the margins (fig. 4). When complete 
involution takes place, bullae cease to form, and the inflammatory patch 
or plaque gradually subsides and is replaced by an intense brownish 
black pigmentation. With recrudescence bullae may appear either at the 
periphery or on the surface of these residual pigmented areas. Since, 
in addition to the formation of patches or plaques, the bullae show in this 
age group a decided tendency toward annular grouping, when viewed at 


certain stages the lesions may suggest tinea or annular impetigo. 














Fig. 4—A woman aged 60 with arciform inflammatory plaques. At onset the 
eruption was composed of discrete bullae. 


The disease as manifested in my series of 15 patients shows an extraor- 
dinary tendency toward involvement of the flexures and intertriginous 
areas. This factor in some cases adds to the problem of differentiation 


from pemphigus. In 2 cases there were lesions on the face, especially 
at the hair line, on the nose, including the nasolabial and nasomalar 
grooves (fig. 3), on the eyelids and at the angles of the lips. In 3 cases 
there were axillary lesions. One man had bullae in the groins and 


another on the genitals, including the preputial mucous membrane. 
In 3 cases lesions appeared in the webs of the fingers or toes, and in 1 of 
them there were moist paronychiae and in another palmar and plantar 
bullae. The single case in which there were oral and vulvar lesions has 


already been mentioned. 





OODMAN—BULLOUS DERMATITIS HERPETIFORMIS 223 


RESPONSE TO TREATMENT 
The almost continuous morbidity which characterizes dermatitis 
herpetiformis in younger adults is not as pronounced in this older age 
eroup. This difference, of course, may be more apparent than real, 
because young persons with small lesions during a more active and less 
plaintive period of life are not as apt to come under medical management 


by simple general and local measures as old persons with a more dis- 


abling large bullous type of eruption during a less active and more 
infirming period of life. Suffice it to say, most patients in my series 
seemed to benefit by a regimen of a well balanced, adequate vitamin diet, 
rest, sedation and local antipruritic (including, when necessary, roentgen 
rays) therapy. The response to arsenic in the form of solution of potas- 
sium arsenite U. S. P., if tolerated, is almost invariably good. Eleven 
of my patients were promptly relieved of attacks by administration of the 
arsenical preparation. Three of these patients, who had the disease 
respectively for seven months, eight months and one year, have, as a 
result of general and local measures and the arsenical preparation, now 
been well long enough to be considered cured. Because of relapses in the 
remaining 8 patients vitamin D in the form of viosterol in oil (5 drops 
three times daily ) has been tried from time to time, with apparent benefit 
to some of them.’ 
RESULTS OF LABORATORY STUDIES 

The histologic and cytologic findings, including those of the eosino- 
philic variations in the blood and bullae, corresponded to those found in 
the usual variety of dermatitis herpetiformis.? Only 2 patients, both of 
whom had severe and extensive examples of the disease, were observed 
during intense activity of the condition to show an elevation of tempera- 
ture or increase in the leukocyte count. Three patients were given test 
doses of potassium iodide, and all of them had severe exacerbations. In 
none of the 15 cases could a Nikolsky sign be elicited. 

The phytopharmacologic test (Pels-Macht) was performed on 5 
patients. The one with the most extensive and severe condition of the 
entire series, which had been diagnosed pemphigus, had a decidedly 
toxic reading of 49. Another patient with a condition of this variety 
(lesions in the mouth), although not as widespread, had a reading of 62, 
which is just below the base line (64) and therefore slightly toxic. 
However, a toxic reading of 57 was also obtained in the case of a woman 
aged 68 with moderately active lesions limited to the axillas and the 
outer aspects of the breasts and legs. On the other hand, 2 patients, 
whose attacks were of moderate to severe intensity but limited in 
distribution, had nontoxic readings, 70 and 71. 
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SUMMARY AND CONCLUSIONS 


During a period of five years I have collected a series of 15 cases of 


a bullous type of dermatitis herpetiformis. This has been relatively 


frequent in persons over 50 years of age. In the corresponding period 
I encountered only 5 cases of proved dermatitis herpetiformis in the 
young adult group (aged 16 to 50). The lesions tend to be almost 
exclusively bullous, and the bullae range in size from that of a pea to 
that of a hen’s egg. Although the eruption may be extensive there 
is a greater tendency toward localization than in typical dermatitis 
herpetiformis and also toward annular grouping of the bullae. There 
occurs in most cases, as the disease progresses, a coalescence of the 
bullous elements to form peculiar inflammatory plaques, at the periphery 
of and on which fresh bullae continue to form. In most cases the con- 
dition responds well to arsenical therapy, which in combination with 
other general measures effected an apparent cure in at least 3 cases. 
Vitamin D seems to have some value in controlling the disease. 

Because of its special features and the tendency for lesions to develop 
in the flexures and intertriginous areas, the disease may offer some 
difficulty in differential diagnosis and has been apparently often mistaken 
for pemphigus. However, pemphigus occurs most frequently in the age 
group from 20 to 50 years. 

It is suggested that all cases, especially of patients about or over the 
age of 50 years, which were previously recorded as instances of controlled 
or cured pemphigus, should be reviewed in the light of the findings in 


my series of cases. 











SO-CALLED MYOBLASTOMA 


REPORT OF THREE CASES OF MYOBLASTOMA OF THE SKIN AND ONE 
CASE OF MYOBLASTOMA OF THE TRAPEZIUS MUSCLE 


JOSEPH A. TUTA, M.D. 
AND 
FREDERICK R. SCHMIDT, M.D. 


CHICAGO 


The term myoblastic myoma was first used in 1926 by Abrikossoff ? 
to designate a group of peculiar tumors which he interpreted as being 
derived from primitive myoblasts, which were thought to develop during 


the process of regenerative changes after muscle injury. In 1928, 


Klinge * reported 2 cases of this condition in the skin unrelated to 
striated muscle. To explain this, a dysontogenetic theory was sug- 
gested. This theory depended on the abnormal inclusion of potential 
muscle-building cells which migrate out from the primitive dermo- 
myotome along with the tissue destined to form the corium of the skin. 
Frasdorf,* in 1939, described an instance of a pair of myoblastomas 
located in the pharynx of a 68 year old man who also had several other 
malformations. He felt that the bilateral character of the tumor 
formations, together with other malformations, substantiated the dys- 
ontogenetic basis of the histogenesis of the tumor. In 1931, Abrikossoff * 
described 7 additional instances of the same type of tumor. The tumors 
may occur at all ages, middle age predominating. 

The literature has been reviewed and new cases added by Klemperer ° 
and by Gray and Gruenfeld,® who tabulated the cases in the literature 


From Grant Hospital, the Department of Pathology, University of Illinois 
College of Medicine, and the Department of Dermatology, Northwestern University 
Medical School. 

1. Abrikossoff, A. I.: Ueber Myome ausgehend von der quergestreiften 
willktrlichen Muskulatur, Virchows Arch. f. path. Anat. 260:215, 1926. 

2. Klinge, F.: Ueber die sogenannten unreifen, nicht quergestreiften Myo- 
blastenmyome, Verhandl. d. deutsch. path. Gesellsch. 23:376, 1928. 

3. Frasdorf, W.: Zur dysontogenetischen Entstehung der “Myoblastenmyome,” 
Beitr. z. path. Anat. u. z. allg. Path. 102:24, 1939. 

4. Abrikossoff, A. I.: Weitere Untersuchungen tiber Myoblastenmyome, 
Virchows Arch. f. path. Anat. 280:723, 1931. 

5. Klemperer, P.: Myoblastoma of the Striated Muscle, Am. J. Cancer 20: 
324, 1934. 

6. Gray, S. H., and Gruenfeld, G. E.: Myoblastoma, Am. J. Cancer 30:699, 
1937, 
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according to the distribution in the body. Frenckner * described 5 Cases 
of the tumor in the mouth and upper air passages. Grayzel and Fried- 
man * recently described a case in which the tumor was in the thoracic 
wall. By far the greater majority of the tumors have occurred in the 
tongue, while others have been found in the vocal cords, muscles of 
the extremities, breast, skin, lips, alveolar process of the maxilla, 
mandible, upper portion of the esophagus, subcutaneous tissue of the 
sacral region, bronchi and lacrimal sac. The growths in the alveolar 
process of the maxilla, 2 of which in newborn infants were described by 


Ceelen,® were formerly interpreted as congenital epulis of the newborn, 
Gray and Gruenfeld® suggested that the cells making up the tumor 
may be large mesenchymal cells or histiocytes which have taken up 


certain products of cellular metabolism. 

The following cases of cutaneous nodules are reported through the 
courtesy of Drs. E. W. Fischmann, Karl Meyer and B. H. Orndoff. 
The case of tumor in the trapezius muscle is reported through the 
courtesy of Drs. Emmerich von Haam, H. B. Davidson and R. M. 
Hartwell, of Ohio State University. 


REPORT OF CASES 


CasE 1.—A housewife aged 40 had a slightly elevated firm nodule, 10 by 7 by 
5 mm., removed by wide excision from the skin beneath the left breast. The blood 


count was normal. No other cutaneous lesions were evident. There was no 
lymphadenopathy. The surface made by sectioning the nodule was pale gray. 


CasE 2.—A housewife aged 69 noticed a small papule on the right hip near the 
anterior superior spine of the ileum three years before consultation. The nodule 
gradually grew larger and was removed by wide excision. It was slightly elevated 
above the skin and measured 25 by 20 by 10 mm. The surface made by sectioning 
was pale tan. 

CasE 3.—A girl 7 years of age received an injury over the upper part of the 
sternum in an accident. A keloid developed at the site of the injury, and in the skin 
at the edge of the keloid a nodule 8 mm. in diameter developed. Six erythema 
doses of roentgen rays were given over a period of three weeks before the keloid 
and the small nodule were removed surgically. The nodule was firm, and _ the 
surface made by sectioning was pale gray and glistening. 

Case 4.—A white man 47 years of age had a tumor mass overlying the right 
trapezius muscle. It had first been noticed three years before and had gradually 
increased in size. The tumor mass measured 30 by 25 by 20 cm. and was moderately 
firm. The surface made by sectioning was pale gray. 

7. Frenckner, P.: The Occurrence of So-Called Myoblastomas in the Mouth 
and Upper Air Passages: Report of Five Cases, Acta oto-laryng. 26:689, 1938. 

8. Grayzel, D. M., and Friedman, H. H.: Myoblastoma of the Thoracic Wall, 
Arch. Path. 31:512 (April) 1941. 

9. Ceelin, W.: Ueber Myoblastengeschwiilste, Virchows Arch. f. path. Anat. 
280:741, 1931. 
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HISTOLOGIC PICTURE 
The microscopic description of the nodules in the skin was similar; 
so the histologic pictures will be described together. 
Large, oval, elongated and polygonal cells, single and in sheets, 


together with syncytial-like multinucleated strands, were seen between 
bundles of connective tissue in the papillary and reticular zone of the 
corium with some extension into the subcutaneous adjacent fatty tissue. 
Single, oval or elongated cells were found in the fatty tissue. The 
cytoplasm of the histiocytic cells was abundant and had a vacuolated 


and coarsely granular structure. In many of the clumps of cells the 
cytoplasm of one cell merged with the cytoplasm of adjacent cells with 
indistinct cellular outlines. No evidence of the arrangement of the 
granules in rows suggestive of cross striations could be noted. In a 
few areas there was slight lymphocytic infiltration. The granular 
cytoplasmic structures in frozen sections did not stain with sudan IT] 
or nile blue sulfate. Most of the nuclei were small, round or oval and 
stained lightly with hematoxylin. A few were pyknotic. The nuclei 
were situated either centrally or toward the periphery of the cell. 
Moderately sized nucleoli were present in some of the nuclei. Nuclear 
anaplasia was absent. 

Paraffin sections were stained with hematoxylin and eosin, Mallory’s 
phosphotungstic acid hematoxylin, Masson’s trichrome stain, muci- 
carmine, Van Gieson’s stain, iron hematoxylin, Weigert’s elastic tissue 
stain, the Ziehl-Neelsen stain, the Gram-Weigert stain, Giemsa’s stain, 
Heidenhain’s iron hematoxylin and Perdrau’s reticulum and thionine 
stain. When the sections from the 7 year old child were stained with 
iron hematoxylin and studied with the high dry objective, the cytoplasm 
of a few of the large cells was found to be stuffed with dark-staining 
irregular granules, as shown in figure 3. A few of the granules were 
crescent shaped. Others were round or oval. Many of the granules 
were surrounded by clear halos of varying sizes. 

With the hematoxylin and eosin stain there were seen variously 
shaped hyaline globular structures which stained pale pink. The cyto- 
plasmic granules gave a weakly positive mucicarmine reaction in some 
of the sections. The stain for elastic fibers showed a moderate number 
of broken fibers in the reticular layer of the corium. 

The cells in the tumor over the trapezius muscle resembled closely 
those described in the cutaneous nodules. However, the tumor cells 
infiltrated striated muscle tissue, and many of the muscle cells could 
be seen in various stages of degeneration closely resembling the invading 


tumor cells. 
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Fig. 1 (case 1).—Infiltration of large polygonal cells and syncytial-like strands 
of cells separated by connective tissue (Mallory’s phosphotungstic acid—hematoxylin 
stain; x 40). 








Fig. 2 (case 1).—Typical cells with large amounts of granular cytoplasm 


(Mallory’s phosphotungstic acid—hematoxylin stain; x 450). 
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Fig. 3 (case 3).—A group of cells with indistinct cellular outlines, the cytoplasm 
in some places containing heavily stained granules (Heidenhain’s iron hematoxylin 
stain; xX 450). 

















Fig. 4 (case 3).—The heavily stained granules of figure 3 are shown under oil 


immersion (Heidenhain’s iron hematoxylin stain; x 1,000). 
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COMMENT 


Abrikossoff ' based the myogenous origin of the peculiar granular 


© the nonlipoid 


cells chiefly on the embryologic studies of Godlewski, 
granular character of the cytoplasm and syncytial-like strands being 
particularly suggestive. The connective tissue septums around groups 
of the large granular cells were similar in structure to the internal 
perimysium between adult muscle bundles. In discussing the _histo- 
genesis of striated muscle tissue, Maximow and Bloom '! gave as one 
view that the striations were preceded by certain granules or rods in 
the cytoplasm of the myoblasts. Wolbach '* described the cytoplasmic 
structures which appear during various stages in the development of 
tumors of striated muscle origin. In the three cutaneous nodules 
described in this paper, no evidence of the granules lining up in row 
formation could be seen. The stages in the development of striated 
muscle tissue, particularly with reference to striation formation, may 
be seen recapitulated in many rhabdomyomas and rhabdomyosarcomas. 
However, when no striations can be demonstrated, the term myoblastoma 
has been used for the tumors suspected of being derived from striated 
muscle tissue. Cappell and Montgomery '* stated that most rhabdo- 
myomas tend to recur or metastasize, in contrast to the myoblastomas, 
which with few exceptions follow a benign course. If the cells of the 
myoblastoma are primitive muscle cells, showing little evidence of 
differentiation, the benign character would seem somewhat paradoxic. 
However, some of the cells with large amounts of vacuolated cytoplasm 
resembling “spider cells” may suggest an analogy to the rare congenital 
rhabdomyoma of the heart in which glycogen can be demonstrated. 
According to Hueper,'* the congenital rhabdomyoma of the heart 


represents a hamartomatous development (Albrecht) instead of true 
tumor formation. It is characterized by lack of proliferative activity 
without mitotic figures and by degenerative changes. These character- 


istics are also present in the tumor formations in question. 

Considerable lack of agreement has appeared in the literature as to 
whether the lingual nodules or those in close relation to striated muscle 
are the same as those, for example, found in the skin where there is no 

10. Godlewski, E.: Die Entwicklung des Skelet-und Herzmuskelgewebes der 
Saugetiere, Arch. f. mikr. Anat. 60:111, 1902. 

11. Maximow, A. A., and Bloom, W.: Textbook of Histology, Philadelphia, 
W. B. Saunders Company, 1931, pp. 209 and 428. 

12. Wolbach, S. B.: Centrioles and the Histogenesis of the Myofibril in Tumors 
of Striated Muscle Origin, Anat. Rec. 37:255, 1928. 

13. Cappell, D. F., and Montgomery, G. L.: Rhabdomyoma and Myoblastoma, 
J. Path. & Bact. 44:517, 1937. 

14. Hueper, W. C.: Rhabdomyomatosis of the Heart in a Negro, Arch. Path. 
19:372 (March) 1935. 
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direct relation to striated muscle. Ewing,'® while stating that the 
characteristic cells resemble embryonic myoblasts, suggested that the 
tumors may develop from degenerating mature muscle cells. Schirmer *° 
and Meyer '* stated that the apparent transitional stages are due to the 
relation between the invading tumor cells and the preexisting muscle 
fibers. 

A detailed study of the so-called transitions led us to the conclusion 
that, in spite of a close resemblance to the tumor cells, the cells with 
evidence of striations and showing some vacuolation are degenerated 
adult muscle fibers and are distinct from the characteristic large granular 
cells making up the cellular portion of the tumor proper. 

In a differential diagnosis of these peculiar nodules a xanthomatous 
formation, such as xanthofibroma or even liposarcoma, may be first 
considered. This is easily ruled out by suitable stains for fat. Klemperer ° 
discussed cases reported in the literature of tumors which had_ been 
interpreted as being xanthomatous in character. The unencapsulated 
character of some of the tumors together with projections of the charac- 
teristic cells extending deep into the subcutaneous fatty tissue has sug- 
gested to some investigators a carcinomatous infiltration. Alterations 
due to previous roentgen ray treatment might cause carcinoma cells to 
assume a granular and vacuolated appearance. The literature dealing 
with a “carcinoma superficiale incipiens’” has been mentioned by 
Frenckner.’ Dermatofibroma lenticulare, reticulohistiocytic granuloma, 
tumors derived from sweat glands and leiomyoma of the skin showing 
degenerative changes may also be considered. In the series of myo- 
blastomas reviewed by Geschickter,’* 2 tumors in the subcutaneous tissue 
of the sacral region were originally diagnosed chordomas. Roffo ** 
described 2 tumors of the tongue which he called nodular myolysis. 
The possibility that the cells were histiocytic and that the granules 
were degenerated forms of engulfed fungi related to reticuloendothelial 
cytomycosis (histoplasmosis of Darling) was considered. This was 
suggested by the occasional crescent-shaped granular structures with 
clear areas surrounding them, particularly observed in sections stained 
by Heidenhain’s iron hematoxylin method. 

15. Ewing, J.: Neoplastic Diseases, ed. 4, W. B. Saunders Company, Phila 
delphia, 1940, p. 28. 

16. Schirmer, R.: Ueber ein Myoblastenmyom zusammen mit Cancroid der 
Zunge, Beitr. z. path. Anat. u. z. allg. Path. 89:613, 1932. 

17. Meyer, R.: Myoblastentumoren (‘“Myoblastenmyome” Abrikossoff), Vir- 
chows Arch. f. path. Anat. 287:55, 1932. 

18. Geschickter, C. F.: Tumors of Muscle, Am. J. Cancer 22:378, 1934. 

19. Roffo, A. H.: Miolisis Nodular de le Lengua, Prensa méd. argent. 15:78, 


1928. 
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Von Albertini *° stated the belief that the peculiar histologic picture 
is that of a true rhabdomyoma which has lost its transverse striations as 
a result of glycogenic degeneration. However, according to Eickhoff 2" 
and Holle,?* glycogen is only rarely found. The negative findings may 
be due in part to the lack of fixation of the tissue in absolute alcohol. 
Holle,** using Fehrter’s thionine method,?* demonstrated a metachromatic 
staining which he interpreted as being caused by a mucin-like property 
of the granules. He expressed the opinion that the finding of mucin- 
like material in the tumor cells is a point against the interpretation that 
the tumor cells are myoblastic cells. He regarded the tumors as “storage 
cell tumors” which may be derived from certain muscle cells or, more 
particularly, from undifferentiated mesenchymal cells. We applied the 
thionine stain on paraffin sections, and no mucin was found. The muci- 
carmine stain gave positive results in some sections, but since this stain 
may also react with glycogen, the positive reactions may be due to 
glycogen. Small amounts of glycogen may not be entirely removed 
during the fixation of approximately twelve hours in an aqueous solution 
of formaldehyde. Also, sections from different levels in the paraffin 
block gave different degrees of staining with mucicarmine, indicating 
that the glycogen may not all have been removed, particularly toward the 
center of the block. For control purposes note was made that some 
of the epithelial cells of the normal sweat glands in the sections showed 
small red granules in the cytoplasm with Best’s carmine stain but not 
with Gruebler’s mucicarmine. These were probably glycogen granules. 
Way and Memmesheimer ** and Maximow and Bloom"! discussed the 
nature of the granules in the epithelial cells of sudoriparous glands. 
The results obtained with our staining methods indicated that small 
amounts of glycogen and mucin-like substance may have been present 
in the cytoplasm of the cells in question. Nevertheless the presence of 
these substances is probably not of paramount importance in explaining 
the nature of the remaining large amounts of granular material which 
are seen when stained with iron hematoxylin. 


20. von Albertini, A.: Zur Frage der Myoblastenmyome der Zunge, Schweiz, 
Ztschr. f. allg. Path. u. Bakt. 1:431, 1938. 

21. Eickhoff, H.: Myoblastenmyom und Cancinom, Virchows Arch. f. path. 
Anat. 304:432, 1939. 


22. Holle, G.: Ueber die Deutung der sogenannten Myoblastenmyome als 


speicherzell geschwtlste auf grund einer besonderen farberischen Reaktion, Zentralbl. 
f. allg. Path. u. path. Anat. 76:244, 1941. 
23. Fehrter, F.: Ueber ein sehr einfaches Verfahren der Markscheidenfarbung, 
zugleich eine neue Art. der Farberei, Virchows Arch. f. path. Anat. 296:645, 1936. 
24. Way, S. C., and Memmesheimer, A.: The Sudoriparous Glands, Arch. 
Dermat. & Syph. 41:1086 (June) 1940. 
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SUMMARY AND CONCLUSIONS 
Three instances of so-called myoblastoma in the skin and 1 case of 
this tumor in striated skeletal muscle are reported. The nodules are 
found most frequently in the tongue and are generally thought to be 
neoplastic and to be derived from primitive myoblasts. There is lack 
of agreement in the literature as to whether the nodules in striated 
muscle have the same origin as those in which no striated muscle is 
present, as in the skin. Our studies indicate that the large cells of 
the nodules in the skin and of those found in striated muscle are identical. 
The so-called transitional cells are interpreted as being merely degener- 
ated forms of preexisting adult muscle cells caused by the infiltrations 
of a distinctly different type of cell. Convincing proof of the myogenous 
origin of these peculiar nodules is lacking. The possibility that the 
large granular cells are histiocytic led to the use of various staining 
methods in an attempt to determine the nature of the cytoplasmic 
granules. Fixation of part of the tissue in alcohol is particularly 
indicated for glycogen studies. 
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REPORT OF A CASE WITH ALL THE ESSENTIAL FEATURES 
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Epidermodysplasia verruciformis was first described by Lewandow- 
sky and Lutz? in 1922. Since then nearly 50 cases purporting to be 
instances of this disease have been recorded in the literature. It is con- 
sidered to be a genodermatosis and is essentially an inherited tendency 
of the upper layers of the epidermis to undergo a peculiar dysplasia. 

Up to 1939, 42 probable cases of epidermodysplasia verruciformis 
were recorded in the literature. The first 24 of these cases were tabulated 
by Mashkilleison ? in 1928, and 18 other cases subsequently reported 
were tabulated by Sullivan and Ellis * in 1939. It is noteworthy that 
about 40 per cent of the patients whose cases were reported were 
Japanese and Russian Asiatics, and the rest, except 1, were Europeans. 
In a critical analysis of these cases it was shown that in many instances 
the acceptance of the diagnosis was often based on either inconclusive 
evidence or incomplete study. It must therefore be concluded that a 
lesser number of these cases are true instances of epidermodysplasia 


verruciformis, while the disease in the others merely simulates this 


dermatosis. 

The first recorded American case of epidermodysplasia verruciformis 
was originally presented by Anderson * before the Los Angeles Dermato- 
logical Society in April 1934 as “A Case for Diagnosis.” He subsequently 


From the Department of Dermatology of the Mount Sinai Hospital (service 
of Dr. Isadore Rosen). 
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141:193, 1922. 

2. Mashkilleison, L. N.: Ist die Epidermodysplasia verruciformis (lLewan- 
dowsky-Lutz) eine selbstandige Dermatose? Ihre Beziehungen zur Verrucositas, 
Dermat. Wchnschr. 92:569, 1931. 

3. Sullivan, M., and Ellis, F. A.: Epidermodysplasia Verruciformis (Lewan- 
dowsky and Lutz), Arch. Dermat. & Syph. 40:422 (Sept.) 1939. 

4. Anderson, N. P.: A Case for Diagnosis, Arch. Dermat. & Syph. 30:731 
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‘resented the same case after further study a few months later, with the 
No other instance of this 


| Seiety A 
diagnosis of epidermodysplasia verruciformis. 


dermatosis was encountered in the American literature during the next 
five vears, until Sullivan ° presented his case before the Atlantic Derma- 
tological Society, in December 1938, as an unusual case of “Verrucae 
Planae Juveniles (?) of Eighteen Years’ Duration,” with multiple intra- 
Full credit must be given to Wise,®° who 


epidermal epitheliomas. 
recognized the similarity to another case which he was studying and 
suggested the correct diagnosis of epidermodysplasia verruciformis. 
This case was further studied in accordance with Wise’s suggestions 
and was subsequently published under its corrected title by Sullivan 
and Ellis.* Wise and Satenstein* reported their case a few months 
later; this is the third authentic American case of epidermodysplasia 
verruciformis in the literature. 

Since then, 2 or 3 other cases of possible epidermodysplasia verruci- 
formis have been presented before different dermatologic societies *; but 
various essential features of this dermatosis were lacking and the diag- 
nosis was therefore not acceptable. Our case is undoubtedly one of 
epidermodysplasia verruciformis, since it has all the essential features 
It is the fourth definite case of epidermodysplasia 
The distribution of the erup- 


of this dermatosis. 
verruciformis to be reported in America. 
tion in our case is similar to that in the cases described by Mashkilleison ? 
and by Kogoj.® 


OF CASE 





REPORT 





History —J. M., a white man aged 42, was born in London, England, of Russian 
parents and has been a resident in the United States for the past twenty-one years. 
He was a bookkeeper but had been unemployed during the past three years on 
account of poor health. He came to the Mount Sinai Hospital outpatient depart- 
ment on Aug. 18, 1941, complaining of a cough of ten years’ duration and pain 


in the chest for the past month. He stated that his cough was worse during the 


winter months. 

The pain in the chest developed about four weeks before consultation. He 
usually brought up a scanty yellowish sputum after coughing. He never had 
In 1940 he was treated at Sinai Hospital, Baltimore, for broncho- 


hemoptysis. 
At that time bilateral inactive pulmonary 


pneumonia, which lasted for ten days. 
5. Sullivan, M.: Verruca Plana Juveniles, of Eighteen Years’ Duration, with 
Multiple Intraepidermal Epitheliomas, Arch. Dermat. & Syph. 39:899 (May) 1939. 


6. Wise, L., in discussion on Sullivan. 


7. Wise, F., and Satenstein, D. L.: Epidermodysplasia Verruciformis (Lewan- 
dowsky and Lutz), Arch. Dermat. & Syph. 40:742 (Nov.) 1939. 
8. Silver, H.: Epidermodysplasia Verruciformis (Lewandowsky and Lutz), 


\rch. Dermat. & Syph. 44:720 (Oct.) 1941. Senear, F. E.: Verrucae Following 
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tuberculosis was discovered. He smoked about twenty cigarets daily and did not 
drink any alcoholic liquors. He had been in fairly good health till about three 
years before. He had lost 25 pounds (11.3 Kg.) in weight during the past six 


months. 

His father died at about 53 years of age, and his mother died at about 52. 
His father and mother were second cousins (the father’s grandfather and the 
mother’s grandmother were brother and sister). There were several other known 
consanguineous marriages in his family for several generations. 

Physical Examination—Physical examination on admission showed definite 
pathologic changes in the lungs, which were dull on percussion and showed dim- 
inished breath sound over both apexes. There was a transitory friction rub along 
the left postaxillary border. 

Roentgen examination of the chest showed a chronic fibrotic infiltration in the 
upper lobes of the lungs with thickening of the pleura of the left lung. There 
was an irregular infiltration in the upper lobe of the left lung extending from 
the apex to the fourth rib anteriorly. Part of this density in the infraclavicular 
region and in the lower part of this lobe was believed to be a more recent process. 
There was no indication of pleural fluid, but there was some evidence of thick- 
ening of the pleura on the left side. A diagnosis of chronic bilateral fibroid 
tuberculosis and fibrinous pleurisy on the left side was made. The patient also 
complained of a nasal discharge. Roentgenograms of the paranasal sinuses showed 
diffuse clouding of both antrums, with considerable thickening of the lining mem- 
brane. There was also slight clouding of the left ethmoids and sphenoids. The 
remaining accessory nasal sinuses were clear. 

Dermatologic Examination—He was referred to the dermatologic clinic on 
account of the unusual appearance of the skin on his neck and for treatment of 
the several verrucae on his face. 

The skin was fair, and he had numerous fine telangiectases scattered over the 
face. The skin on the front and sides of the neck presented a group of about 
three hundred to three hundred and fifty pinhead-sized to slightly larger, moderately 
elevated, closely aggregated verruca-plana-like lesions. The lesions were slightly 
grayish, and there was no redness or swelling. There were no subjective symp- 
toms. There were eight pea-sized and larger elevated verrucae scattered over 
the lower part of the face. There was a verrucous lesion about 1 cm. in diameter 
on the dorsum of the left hand between the base of the thumb and the index 
finger. There were a few other verrucae around the nail of the right index 
finger and around the nail of the right middle finger. There was another small 
verruca in the right hypothenar region, and also a sessile pea-sized verruca was 
located on the dorsal aspect of the interphalangeal proximal joint of the right 
index finger. There were a split pea—sized verruca on the dorsum of the left 
thumb and a verruca on the dorsum of the proximal phalanx of the left middle 
finger. The patient stated that he had the peculiar verrucous condition on his 
neck for about ten years. 

His condition had not changed much during the past few years, except that 
occasionally a larger elevated verruca developed on his neck and on the lower 
part of the face which required destruction. He presented about twenty-five to 
thirty small whitish scars, scattered over his face at sites where such lesions 
were electrodesiccated during the past ten years. 

He also had a circular scar about 3% inch (1.9 cm.) in diameter on the right 
side of the tip of his nose. He stated that he had an ulcerated lesion at this 
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site in 1932, and this ulceration lasted for a few years in spite of treatment. The 
lesion was diagnosed as an epithelioma at several dermatologic clinics, and in 
1935 he received roentgen ray treatment for it without improvement. The lesion 
was later electrodesiccated, but it still did not heal. The ulcer received radium 
treatments in 1936 but persisted and did not heal. It was finally excised surgi- 
cally, and a plastic operation was performed at the Cedars of Lebanon Hospital, 
Los Angeles, in 1937. The skin graft was taken from the center of his forehead, 


4 


and he now has a whitish scar about 2 by 3 inches (5 by 7.5 cm.) on the fore- 
head. The result of the plastic operation was highly satisfactory, and he has had 
no recurrence of the ulceration since then. 








Fig. 1—Grouped verruca-plana-like lesions on the neck and a few typical ver- 


rucae vulgares on the face. 


Laboratory Examination—The Wassermann reaction of the blood was nega- 
tive. The urine was normal. Examination of the blood showed a tendency to 
polycythemia, with 106 per cent hemoglobin and a red blood cell count of 5,400,000. 
The white blood cell count was 6,650, and the results of a differential blood cell 
count were as follows: segmented polymorphonuclear leukocytes 70 per cent, non- 
segmented polymorvhonuclear leukocytes 5 per cent, lymphocytes 14 per cent, 
monocytes 5 per cent and eosinophils 6 per cent. Chemical examination of the 
blood (fasting) showed urea nitrogen 22 mg., sugar 70 mg. and sodium chloride 
560 mg. per hundred cubic centimeters. The basal metabolic rate was +15 per 
cent. The sputum on several occasions was found not to contain tubercle bacilli. 
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The roentgen ray examination of the skull showed the sella turcica to be normal 
in size and shape. The pineal gland was normal in position. 

Histologic Study—A piece of skin from a group of typical lesions on the 
right side of the neck was excised. The sections were stained with hematoxylin 
and eosin. 

Microscopic study of the stained sections showed an unusual appearance of 
the epidermis, mainly in the upper layers, where some of the rete*cells had a 
loose beehive-like arrangement. There was considerable acanthosis, and the rete 


cells presented a variable picture. The acanthosis varied in size from two to four 
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Fig. 2.—Photomicrograph showing hyperkeratosis, forming a loose network on 
the surface, and vacuolation of cells toward the upper part of the epidermis. The 
basal cell layer is sharply defined and shows hyperchromatic nuclei. The upper 
part of the cutis shows moderate edema between the collagen bundles (x 175). 


times that of the normal epidermis. In some places the epidermic cells appeared 
normal, and in other parts there was a tendency toward vacuolation around the 
nuclei. In some places there were groups of altered cells scattered irregularly 
through the epidermis. The affected cells were a little larger than the unaffected 
ones. The cytoplasm took no stain in these altered cells. The vacuolation was 
most evident in the upper layers of the rete. As the vacuolation became more 
distinct, the nuclei were pyknotic and often fragmented. The intracellular bridges 


between the dyskeratotic cells had disappeared, and the appearance was much like 
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an open lattice work. The basal cell layer was sharply defined, the granular 





laver was increased and the nuclei in these cells appeared hyperchromatic. 
“There was some hyperkeratosis but no parakeratosis. The hyperkeratotic 
lavers were wavy and somewhat loosely attached to the epidermis, and here aie 
there its layers formed a loose network. 
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Fig. 3—Photomicrograph showing various stages of disintegration of the rete 
cells, with a beehive-like arrangement of the vacuolated cells, and the pyknotic 





character of the nuclei and granules on the thickened cell membranes (x 490). 


The rete pegs were somewhat broadened and in places had coalesced. The 
basal cells were sharply defined and contained granules of pigment. The cutis 
showed thickening of the collagen bundles and moderate edema between these 
bundles but no other noteworthy changes. 
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DIFFERENTIAL DIAGNOSIS 

Many of the earlier recorded cases were erroneously considered to be 
unusual instances of verruca plana juvenilis for a long time before the 
correct diagnosis was recognized. Various other verruca-like dermatoses 
may simulate this condition and must be differentiated from it. 

Hopf’s acrokeratosis verruciformis '’ is most apt to resemble epi- 
dermodysplasia verruciformis; but the lesions in Hopf’s disease are 
confined for the most part to the dorsa of the hands and feet, and it js 
believed by some to be a variant of this disease. Darier’s erythro-kérato- 
derma verrugeuse en nappes, symmétrique et progressive ** has many 
features that simulate epidermodysplasia verruciformis. Darier’s dys- 
keratosis follicularis has a different clinical appearance and also a 
different histologic picture. Papular and reticulated papillomatosis of 
Gougerot and Carteaud '* can be differentiated by the different types of 
elementary lesions and by the different histologic picture. 

Wise and Satenstein stated that the trained dermatologist will be apt 
to recognize uncomplicated epidermodysplasia verruciformis by the 
clinical appearance of the eruption and the history. They stated the 
belief that the differential diagnosis is more or less academic in typical 
cases. We agree that the diagnosis of epidermodysplasia verruciformis 
is not difficult in true cases and that the condition in other types of cases 
aforementioned somewhat resembles epidermodysplasia verruciformis, so 
that it may frequently be mistaken for it. The usual mistake is to con- 
sider epidermodysplasia verruciformis to be grouped flat warts, and 
many competent dermatologists have made this erroneous diagnosis 
when they first observed their cases. However, the histologic study of 
any suspected condition will definitely prove the diagnosis. We quote 
the statement of Wise and Satenstein: “An unequivocal diagnosis of 
epidermodysplasia verruciformis and its differentiation from other con- 
genital and acquired anomalies of the skin can be established only by 


means of histologic investigation.” 


SUM MARY 


An undoubted case of epidermodysplasia verruciformis of the local- 


ized variety is herein recorded. The diagnosis of this condition is based 


on the following data: (1) The clinical appearance of the lesions, which 
closely resemble aggregated verrucae planae (our case closely resembles 

10. Hopf, G.: Morphologische und pathogenetische Untersuchungen tiber pri- 
mare Keratosen, Arch. f. Dermat. u. Syph. 169:344, 1933. 

11. Darier, J.: Erythro-kératodermie verruqeuse en nappes, symmétrique et 
progressive, Bull. Soc. frang. de dermat. et syph. 22:252, 1911. 

12. Gougerot, H., and Carteaud, A.: Neue formen der papillomatose, Arch. 
f. Dermat. u. Syph. 165:232, 1932. 
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the ones reported by Mashkilleison and Kogoj); (2) the presence of 
several larger verrucae vulgares on the face and hands, as well as whitish 
scars on the right side of the nose and on the forehead; (4) the history 
of the development of an epithelioma on the nose, which was treated 
surgically and later required a plastic operation for cure, as seen by the 
scars on the right side of the nose and on the forehead; (4) the history 
of consanguinity in the patient’s family ; (5) the characteristic histologic 
picture of acanthosis with vacuolation of the epidermis. 


145 Central Park West. 
47 East Sixty-First Street. 





LUPUS SERPIGINOSUS WITH ELEPHANTIASIS 


TREATMENT WITH ELECTROCOAGULATION AND SURGICAL EXCISION: 
REPORT OF A CASE 


THOMAS BUTTERWORTH, M.D. 
AND 
CECIL F. FREED, M.D. 


READING, PA. 


The treatment of tuberculosis of the skin by surgical means is a 
recognized method of therapy. For the most part, the procedure has 
been advocated for comparatively small patches of lupus vulgaris, 
although surgical intervention has been successfully used for extensive 
examples of the disease, as in the case recently presented by Traub.! 
The following case is reported to show the desirable results obtained in 


advanced lupus by electrocoagulation combined with surgical excision. 


REPORT OF CASE 


G. N., an Italo-American housewife aged 24, was admitted to the dermatologic 
clinic of the Reading Hospital on Sept. 22, 1934. Her eruption began at the age of 
6 years, when she suffered a wound on the sole of the left foot. A year later a 
“sore” developed on the upper part of her left thigh. The lesion healed rapidly, 
but within another twelve months several ulcers appeared about the left knee. 
Within a short time these wounds healed with scarring; she experienced no more 
trouble with the extremity for eight years. 

In the spring of 1927, when the patient was 16, an ulcer the size of a quartet 
developed on the left leg. This was followed by the slow successive occurrence 
of new lesions on the thigh and leg and a gradual enlargement of the entire 
extremity. For a number of years various local remedies were then applied without 
influencing the course of the disease. In August 1934 she was admitted to the 
outpatient department of a New York hospital. A tentative diagnosis of elephantiasis 
superimposed by tuberculosis (lupus vulgaris), syphilis or blastomycosis was made. 
Smears and cultures were negative for fungi, and the Wassermann reaction was 
negative. A Mantoux test elicited a wheal 1 cm. in diameter as an immediate 
reaction. At forty-eight hours there was an area of papules. 1 cm. in size, with a 
zone of erythema 2.5 cm. in diameter. Biopsy of a specimen taken August 15 
established the diagnosis of tuberculosis of the leg. Since she declined to be 
admitted to the hospital, a salt-free diet was recommended to be followed at home. 

When the patient was first seen on September 22, the left lower extremity was 
greatly enlarged in its entirety, but the excessive growth was particularly great 

From the Departments of Dermatology and Surgery of the Reading Hospital. 

1. Traub, E. F.: Extensive Lupus Vulgaris Treated by Surgical Methods, 
Arch. Dermat. & Syph. 42:1152 (Dec.) 1940. 
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about the ankle (fig. 1A). On all aspects of the thigh and about the knee were 
numerous serpiginous, gyrate and annular crusted verrucoid lesions. In places there 
were small, ragged, dirty, foul-smelling ulcerations covered with abundant crusting. 
On the outer aspect of the leg there was a large, deep, C-shaped purulent ulcer. The 


lesions had a tendency toward peripheral extension with the formation of central, 


flat, atrophic scars, although recurrence had taken place within the scarred area in 
several places. The swelling of the limb was firm and did not pit on pressure. 
Surprisingly, the femoral and inguinal lymph glands were not enlarged. 











Elephantiasis with extensive lupus serpiginosus of the left lower extremity. 
A, Oct. 2, 1934: The ends of a large C-shaped ulcer may be seen on the antero- 
lateral aspect of the leg. B, Aug. 28, 1936: After curettage and electrocoagulation, 
the patches of active lupus were replaced by flat and keloidal scars. The cosmetic 
appearance of the limb was improved by the excision of about 1,500 Gm. of 


redundant and heavily scarred tissue. 


Repetition of the Mantoux test and histologic studies confirmed the earlier find- 
ings, while roentgen examination of the pelvis, left leg and chest showed no 
pathologic changes in the bone or evidence of pulmonary disease. The medical 
and gynecologic examinations showed no abnormalities except for several carious 
teeth and the condition on the left leg. The Wassermann reaction of the blood 


was negative. 
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Because of previous successful management of small patches of lupus vulgaris 
by electrocoagulation, that method of therapy was decided on to arrest the alarming 
spread of the tuberculous process. On three occasions, after the patient had been 
anesthetized with nitrous oxide, the lesions on the leg (October 22), on the inner 
side of the thigh (November 23) and on the outer side of the thigh (Jan. 15, 1935) 
were successively destroyed by curettage and electrocoagulation, after which finely 
pulverized potassium permanganate was applied to the wounds (Aurégan 2), After 
each operation healing was slow but uneventful. Some of the resulting scars were 
flat, while others, particularly those about the knee, were keloidal. 

The patient now possessed an enlarged, scarred leg whose function was not 
impaired by its great size. The advisability of plastic surgical therapy was con- 
sidered. Not only could cosmetic improvement in the limb be hoped for, but, by 
excising a portion of the redundant and heavily scarred tissue, the possibilities for 
recurrence or the development of lupus carcinoma would be materially decreased, 
With these thoughts in mind, we determined on a series of operative procedures, 

On July 15, 1935 a classic Kondoleon operation, as popularized in this country 
by Sistrunk,* was performed. <A long, wide strip of skin, subcutaneous tissue and 
fascia, weighing 966 Gm., was removed from the outer surface of the thigh and leg 
by means of incisions extending from the anterior superior iliac portion of the spine 
to the external malleolus. The patient made an uneventful recovery following this 
operation. On September 13, November 22 and March 24, 1936, other similar, 
smaller operations were carried out: the excising of strips of skin, subcutaneous 
fat and fascia down to the tendons and muscles of the ankle and lower part of 
the leg. In all, there were removed about 1,500 Gm. of tissue, on which many 
histologic studies were made by Dr. Erwin D. Funk, but no evidence of a granu- 
lomatous process was observed. 

Following the series of plastic operations, there remained a nonpitting hardness 
of the tissue about the ankle, which was still larger than its fellow (fig. 1B). 
Because of the tough fibrous nature of the subcutaneous tissue in that region, 
further plastic work was inadvisable. Subcutaneous injections of Locke’s solution 
about the ankle, according to the method of Biegeleisen,t were then given once or 
twice a month for more than a year. After twenty-six injections had been admin- 
istered, the tissues appeared much softer and could be moved over the underlying 
bone more freely. When improvement had reached a standstill, the injections 
were discontinued. 

After her operative procedures, the patient experienced slight edema of the 
affected ankle toward evening. She was advised to wear an elastic stocking, 
which has afforded her complete relief from this symptom. More than five years 
has passed without any sign of recurrence of the tuberculosis since the last of her 
operations. Her general health has been excellent, and she has gained more than 
40 pounds (18 Kg.) in weight. 


2. Aurégan: Traitement du lupus par curéttage et imprégnation au_per- 


manganate de potasse finement pulvérisé. Résultats de crette méthode appliquéee 
depuis vingt ans, Bull. Soc. frang. de dermat. et syph. 33:44, 1926. 


3. Sistrunk, W. E.: Elephantiasis Treated by Kondoleon Operation, Surg., 
Gynec. & Obst. 26:388, 1918; Kondoleon Operation for Elephantiasis: End Results, 
South. M. J. 14:619, 1921. 

4. Biegeleisen, H. I.: Lymphedema Occurring with Varicose Veins, Arch. 
Dermat. & Syph. 33:689 (April) 1936. 
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SUMMARY 

A case of extensive lupus serpiginosus with elephantiasis is recorded. 
The disease was successfully treated by curettage and electrocoagulation 
followed by the application of finely pulverized potassium permanganate. 
The cosmetic result was then greatly improved by a succession of 
Kondoleon operations. The remaining fibrolymphedema was softened 
somewhat by a series of injections of Locke’s solution. Since the last 


of the plastic operations was performed, more than five years has elapsed 


without any signs of recurrence. 


411 Walnut Street. 
336 North Fifth Street 





PEMPHIGUS OF THE EYE 


CHRIS HALLORAN, M.D. 


LOS ANGELES 


Duke-Elder ' stated that ocular pemphigus may be seen in acute 
pemphigus or in pemphigus vulgaris. In the conjunctiva the essential 
and destructive process is not the formation of blisters but the invasion 
of the submucous tissue by newly formed connective tissue, which sub- 
sequently contracts. Reddish spots may appear anywhere on the con- 
junctiva, which soon are covered with macerated epithelium, going on to 
ulcerated infiltrations which heal with scar formation, ultimately resulting 
in obliteration of the fornices, impairment of the mobility of the globe 
and obliteration of the conjunctival sac. He stated that the site of 
election is the inner canthus or the middle of the lower lid. 

Corneal involvement is usually rare or of secondary nature. Vesicles 
may appear on the cornea, going on to ulceration. When closure of the 
lids fails, extreme xerophthalmia may develop, progressing to sloughing 
and blindness. Panopthalmitis may be the end result. There is a ten- 
dency for both eyes to become involved eventually. 

Sutton and Sutton * stated that the coincidence of ocular and dermal 


pemphigus is rare and that ocular and cutaneous pemphigus are distinct 


entities. 

In the literature one finds not infrequent reports of pemphigus of the 
eye in the absence of cutaneous involvement. For this reason it was 
thought that the report of the following cases of cutaneous pemphigus 
in which ocular lesions were observed might be of interest. 


REPORT OF CASES 

Case 1.—Pemphigus vulgaris with ocular lesions. 

S. C., an American Jew 53 years of age, was first seen July 6, 1937, at which 
time he presented a palm-sized patch of erythema and crusting on the left cheek, 
with a few pinhead-sized to pea-sized vesicles, which ruptured easily and became 
denuded on slight pressure. There was a similar palm-sized lesion in the left crural 
area extending laterally on the thigh, and there were a few dime-sized to dollar-sized 
depigmented scars on the right side of the chest, the sites of former lesions. There 

Presented at the Seventieth annual meeting of the California State Medical 
Association, Del Monte, Calif., on May 6, 1941. 

1. Duke-Elder, W. S.: Text-Book of Ophthalmology, St. Louis, C. V. Mosby 
Company, 1938, vol. 2, p. 1728. 

2. Sutton, R. L., and Sutton, R. L., Jr.: Diseases of the Skin, ed. 10, St. Louis 
C. V. Mosby Company, 1939, pp. 339-341. 
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several vesicles on the palate. For three years the patient had been under 
the care of Dr. Louis Tulipan and Dr. Howard Fox, of New York. 
The lesions on the left cheek and in the left crural area gradually cleared. The 


lesions on the mucous membrane of the mouth persisted, and in January 1938 pin- 


were 













head-sized vesicles appeared on the conjunctiva of the left lower lid and the con- 
junctiva became injected. The vesicles on the lid ruptured, with the formation of 
superficial ulcers which ultimately went on to healing. This process repeated itself 
for several months and then considerably abated. In the past four or five months 








vesicles have rarely appeared, although the conjunctiva remained injected. 





Case 2—Pemphigus foliaceus with ocular lesions. 





Mrs. V. K., an American woman 57 years of age, of Irish and Indian parentage, 
had been under observation at the Los Angeles County Hospital for the past four 
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Fig. 1 (case 1)—Pemphigus vulgaris with vesiculation and denudation of the 


left lower lid. 







years for a generalized exfoliating dermatitis, which had been present for the past 






nine years. Vesicles on the mucous membranes of the mouth were recurrent. From 





time to time vesicles and bullae appeared on the skin of all parts of the body, 
including the scalp. The clinical picture resembled a generalized exfoliative dermati- 





tis. For the past six or eight months the generalized eruption had been more or 





less stationary, the only progressive lesion being that on the right upper eyelid. 





In a consultation with the ophthalmic department on March 23, 1941, the follow- 





ing report was made: Examination of the right eye showed crusting and induration 
of the upper lid, with ulceration in the brow. There was moderate conjunctival 





injection, with no conjunctival adhesions. The tactile tension was normal. There 





was cortical spoking below. The fundus was normal. The diagnosis was (1) 





pemphigus of the lid and (2) immature cataract. 
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Case 3.—Pemphigus vulgaris with ocular pemphigus developing before lesions 
of the skin or mucous membranes appeared. 

E. N., a man aged 67, of English and Dutch extraction, was admitted to the 
Los Angeles County Hospital on Aug. 22, 1941 and gave a history of having bee; 
treated at an ophthalmic hospital in another city for two years for an ocular cop- 
dition. He had also been under observation during the past year at the University 














Fig. 2 (case 2).—Pemphigus foliaceus with crusting, induration and ulceration 


of the right upper lid. 











Figs. 3 (case 3).—Pemphigus vulgaris with complete symblepharon of both eyes. 


of California Hospital, San Francisco. For the past year his vision had been 
restricted to perception of light when a light bulb was flashed before the eyes. 
Vesicles had developed on the palpebral conjunctiva, which went on to rupture 
and healing and then recurred. The process had progressed during the past two 
years. He stated that he had had a “chronic infection” of the teeth and throat but 
that only in the past three or four months had vesicles appeared on the mucous 
membranes of the mouth and lips. In the past three or four months lesions had also 


developed on the penis. 
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The lids were 


On examination there was complete symblepharon of both eyes. 
raised and fibrotic, and the lashes were absent. The patient was edentulous. The lips 
were slightly edematous and presented lentil seed-sized vesicles, many of which had 
Vesicles and eroded areas were also seen 
There was considerable scar 
The voice 


ruptured, leaving a denuded surface. 
in the mucous membranes of the palate and throat. 
tissue from former lesions which had pulled the uvula to one side. 
was husky, and the patient had a hacking cough and dysphagia, which suggested 
the possibility that the process had extended to the larynx and esophagus. On 
the under side of the shaft of the penis was an eroded area, about 2 cm. in diameter. 
The foreskin was edematous. The glans was red and irritated and covered with 
thin mucilaginous pus. The meatus was almost completely closed by a thin 


membrane. 
SUM MARY 





Three cases of pemphigus with ocular involvement are reported. 

The cutaneous lesions preceded the ocular involvement in a case 
of pemphigus vulgaris and in a case of pemphigus foliaceus (cases 1 and 
2 respectively). In a case of pemphigus vulgaris (case 3) the ocular 


lesions preceded the development of the cutaneous lesions. 
1052 West Sixth Street. 


DISCUSSION 





Dr. Harotp F. WHALMAN (ophthalmologist), Los Angeles: In reviewing the 


ophthalmic literature for the past ten years one encounters frequent reports of 1 or 
more cases of this condition, seldom more than that, thus warranting a review 
from time to time; hence these 3 cases called to attention by Dr. Halloran are of 
importance. 

Statistically it was reported by one author that pemphigus of the eye occurs 
once in 46,000 cases of ocular disease. Therefore the 4 cases encountered by me are 
disproportionate to the statistical occurrence by a considerable amount. 

For example, a case is reported 
The 
Con- 


Some instances in the literature are interesting. 
in which pemphigus of the conjunctiva followed a severe attack of measles. 
patient suffered buccal lesions and purpuric eruptions of the arms and face. 
versely, another author reported a case in which clearing of the pemphigus followed 
an attack of measles. 

It is noteworthy that conjunctival lesions frequently precede the development of 
cutaneous lesions by months or years; hence in cases of ocular pemphigus 
encountered now and held in question the characteristic manifestations of the skin 
may develop a long time later. 

In the early stages of the.disease vesicles appear in the conjunctival fluid, usually 
accumulating between two layers of epithelium. There is slight infiltration of the 
surrounding tissues. With healing, superficial scars develop which later contract, 
forming symblepharon. Still later the cornea becomes involved and ulceration and 
keratinization or sometimes perforation take place, resulting in blindness. 

As far as the eye is concerned, prevention of symblepharon is impossible, but this 
condition can be delayed by use of a contact glass in some cases. 

Plastic surgical therapy is resorted to in some instances; one attempt was made 
by me, with futile result eventually, as the process extended to the graft. 

Furthermore, in cases in which symblepharon is present buccal lesions may also 
occur, and the buccal mucosa is the most convenient source of material for trans- 
plant. This procedure merely forestalls the eventual disaster to the eye. 




































VULVOVAGINOCERVICAL ERUPTION DUE TO 
THERAPY WITH GOLD SODIUM 
THIOSULFATE 


DAVID NYE BARROWS, M.D. 
AND 
EUGENE T. RUSH STONE, M.D. 


NEW YORK 


A review of the literature in the English language has revealed no 
report of a case of vulvovaginocervical eruption due to the therapeutic 
administration of gold sodium thiosulfate. This may be because no such 
lesions have previously occurred or because if they are present in a 
patient showing toxic manifestations they have been either overlooked 
or, if discovered, not reported. Although gold sodium thiosulfate 
undoubtedly causes a vulvovaginocervical eruption rarely and perhaps 
never without causing a simultaneous generalized cutaneous eruption, 
we feel that the medical literature should contain a record of its 
occurrence. Perhaps knowledge that such lesions may exist will lead 
to the discovery and reports of additional cases. 


REPORT OF A CASE 

B. K., a white married woman aged 37, with two children, had her menarche at 
the age of 13, and her menstrual cycle was regular. She was first admitted to the 
arthritis clinic on April 11, 1939, having been sent from the orthopedic clinic, where 
she had been studied since January 14. Her chief complaint was pain throughout 
the body, extending to the wrists and toes. She had had measles, whooping cough, 
scarlet fever, typhus fever and an operation on her breast performed in 1932. At 
the time of admission, her skin was noted as normal, and her physical examination 
gave essentially normal results. Gynecologic examination on April 11 showed the 
external genitals, the introitus, Skene’s glands and the vulva to be normal. ‘The 
perineum was intact and the cervix clean. The anterior and posterior vaginal walls 
were normal, as were the right and left tubes and ovaries, Bartholin’s glands and 
the urethra. The fundus was anterior, small and regular in shape; the abdominal 
wall was relaxed. 

Jeginning on May 16, the patient was given treatment by gold sodium thiosulfate. 
Starting with 5 mg., the doses were increased at approximately weekly intervals 
until August 15, when it was noted that her mouth had been sore for the previous 
three days; gold therapy was stopped. During this period she received 290 mg. 
of gold sodium thiosulfate. On August 22 the patient stated that all the skin 
“came off” the inside of her mouth, and examination showed small whitish spots. 
On October 17 the patient reported that a generalized rash had been present for 


From the Department of Gynecology, Hospital for the Ruptured and Crippled. 
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Fig. 1.—Eruption on the trunk and thighs due to gold sodium thiosulfate. 














Fig. 2—Vulvovaginal eruption and denudations due to gold sodium thiosulfate. 
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six weeks. Sodium thiosulfate therapy was begun, and she was again sent to 
the gynecologic clinic, where, on October 20, it was noted that she had stomatitis 
and a generalized purple macular and blotchy rash, as well as a dark purple rash 
on the inner aspects of the thighs, near the vulva. The walls of the vagina and 
the cervix showed a macular rash, denuded areas, redness and a yellowish discharge. 
Saline suspensions did not show Trichomonas vaginalis. There was pain on micturi- 
tion. On November 3 gynecologic examination showed erosions of the cervix and 
vaginal walls. Merthiolate vaginal suppositories were prescribed. On November 17 
it was noted that the patient was improved subjectively and clinically, and she was 
advised to continue the use of the merthiolate suppositories. She returned to the 
clinic on November 28, and it was noted that the vaginal walls were almost entirely 
healed. However, the discoloration of the skin and the vulvar involvement 
persisted. 

On December 29 she returned to the clinic, at which time no vaginal inflam- 
mation or discoloration was detected. The patient complained of vulvar pruritus, 
but no pediculi or other cause was apparent. She was last seen in the gynecologic 
clinic on Aug. 6, 1940 and still had an eruption on the body as well as on the hairy 
surfaces of thighs. The uterus was slightly enlarged and retroverted; the adnexa 
were normal. No erosions were seen in the vagina or on the cervix, although 
the patient complained of burning on urination. Urinalysis on August 7 showed no 
abnormalities except for the presence of bacteria. Biopsy of a specimen of skin 
(Dr. D. A. De Santo) on Jan. 8, 1941 was reported as follows: 

Examination of the specimen of skin from the site of the dermatitis that followed 
administration of gold sodium thiosulfate showed general atrophy of the epithelium, 
which was composed of merely a few layers of cells with a thin superficial layer 
of keratin. In general, the epithelium had a peculiar wrinkled papillary shape, 
due to the presence of constricting bands of connective tissue formed in the sub- 
epithelial part of the dermis. The dermis was rather vascular, and there were small 
perivascular accumulations of pale endothelial-like histiocytes. In a few places the 
basal layer of epithelial cells showed an increased amount of what was probably 
normal pigment. In the dermis, however, lodged in the perivascular histiocytes, 
there were collections of golden yellow pigment, which were probably deposits of 
exogenous pigment, metallic gold or a gold salt. This pigment was lodged in 
the epithelial cells in the form of very fine granules. When examined in unstained 
preparations by dark field microscopy, these granules were highly refractile and 
gave the appearance of metallic dust. In control preparations of skin no such 
granules were seen. It seemed a reasonable assumption that there was a fine deposit 
of gold dust or one of its salts lodged in the histiocytes of the skin. The only 
method by which one could determine with absolute certainty that this exogenous 


pigment was gold would be microspectroscopy. 


COMMENT 


Although our patient, while seriously discommoded by her cutaneous 
rash, did not suffer severely from the genital involvement, she never- 
theless had pruritus and a burning sensation of the genitalia. Fortunately 
she had been examined gynecologically at our clinic as part of a routine 


examination which is performed on every female arthritic patient studied 
at the Hospital for Ruptured and Crippled. This enabled us to compare 
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our observations prior to and after the administration of the gold sodium 


thiosulfate. 
There appears to be no doubt but that the cutaneous, vaginal and 


cervical lesions in this patient were toxic manifestations due to gold 
sodium thiosulfate. The mechanism producing these reactions may or 
may not be attributed to liberation of toxins from rheumatic lesions 
(Secher *) or to hypersensitivity manifesting itself by injury to the 
endothelium of the blood vessels in the mucosa in the process of 
elimination of the drug (Kelly *). We suggest, however, the possibility 
that intrauterine purpura may cause menometrorrhagia and that intra- 
uterine purpura may be a cause of profuse genital hemorrhage. Although 
this patient did not present this symptom, it remains a likely source of 
such bleeding in patients with this reaction. This was probably the 
cause of the profuse catamenia (requiring transfusion) in Hudson’s 
case * and also in the case reported by Jones, Tocantins and Corson.‘ 


SUMMARY 


A case of vulvovaginocervical eruption due to toxic reaction to the 
intravenous use of gold sodium thiosulfate is reported. This is appar- 
ently the first case of such reaction to be reported in the English 
literature. 

The possibility of genital hemorrhage due to intrauterine purpura 
occasioned by the intravenous use of gold sodium thiosulfate is suggested. 


1. Secher, K.: Lancet 1:996-997 (April 30) 1938. 

2. Kelly, L. C.: New York State J. Med. 40:1192-1194 (Aug. 1) 1940. 

3. Hudson, E. H.: Lancet 2:74-77 (July 13) 1935. 

4. Jones, H. W.; Tocantins, L. M., and Corson, E. F.: Pennsylvania M. J. 37: 
809-811 (July) 1934. 





DERMATITIS FROM UNDERWEAR’ SHORTS 
PROCESSED BY RESIN FINISHES 


REPORT OF TWENTY CASES OBSERVED AT BELLEVUE HOSPITAr 


MAURICE J. COSTELLO, M.D. 
NEW YORK 
AND 
J]. E RYAN, MD. 


BINGHAMTON, N. Y. 


During the past year (1940-1941) we have observed a number of 
patients at Bellevue Hospital suffering from severe acute dermatitis 
venenata due to wearing underwear shorts processed with a new resin 
fabric finish containing oleoresin, in which the actual irritant is abietic 
acid according to Schwartz and others. Neilson and Reiches contended 
that abietic acid is apparently not the basic agent causing this underwear 
dermatitis but that the dermatitis is caused by the commercial oleoresin 
used in the cloth finish. The fabric finish was manufactured by a large 
American chemical company and was used to increase the sales appeal 
and to prolong the life of the cloth. As a number of patients with this 
dermatitis were seen during the spring and summer months, we thought 
that they were suffering from poison ivy dermatitis, because of sudden 
onset of intense localized itching, followed by tremendous swelling and 
tense painful edema of the penis and scrotum. Within twenty-four hours 
to several days this condition was followed by an eruption which in most 
cases was confined to the areas of the skin which came in contact with 
the underwear shorts. 

Certain facts were fairly constant in the history of these patients. 
The underwear shorts were purchased in a chain store or in an Army and 
Navy department store; they were inexpensive, costing 25 to 29 cents, 
and were worn without being washed in the majority of instances. The 
itching and enormous swelling of the penis and scrotum usually appeared 
within forty-eight hours after wearing the shorts, especially if the patient 
perspired freely. The period of latency appeared to be longer if the 
weather was cool or if the patient did not perspire freely. Washing the 


From the Department of Dermatology and Syphilology of the Third (New 
York University) Medical Division, Bellevue Hospital, service of Dr. Frank 
C. Combes. 

1. Schwartz, L., and others: An Outbreak of Dermatitis from New Resin 
Fabric Finishes, J. A. M. A. 115:906-911 (Sept. 14) 1940. 

2. Neilson, A. W., and Reiches, A. J.: Contact Dermatitis Due to Underwear, 
Arch, Dermat. & Syph. 44:218-225 (Aug.) 1941. 


254 
















COSTELLO-RY AN—DERMATITIS FROM OLEORESIN 255 





shorts before wearing them did not prevent the dermatitis. Many of 


atients had positive reactions to patch tests with the shorts and 





the | 
were hypersensitive to the adhesive tape applied to keep the test patches 





in place (the tape contains an ester gum resin of chemical composition 
similar to that of the fabric finish *). 

In January 1940 Dr. Donald S. Mitchell, of Montreal, Canada, 
informed one of us (M. J. C.) that he had been observing dermatitis 






yenenata among housewives who had worn inexpensive print dresses. 





Within a short time men suffering with contact dermatitis due to under- 























Contact dermatitis due to underwear shorts. Note the intense edema of the 


scrotum and penis and the erythematous, discrete, folliculopapular eruption confined 





to the areas which come in contact with the shorts. 






wear shorts were observed at Bellevue Hospital. The dermatitis has 
also been observed in women who wore inexpensive glazed house dresses, 





brassieres, undergarments, pajamas and stockings. Dr. Louis Schwartz 
and others reported on an outbreak of dermatitis from new resin fabric 






finishes used to increase the sales appeal of undergarments and _ print 
dresses. Schwartz with the aid of Mitchell investigated the cases in 
question and found that this contact dermatitis was not caused by the 
dyes in the fabric, even though they “‘bled,’”’ but was due to the finish. 











3. Schwartz, L., and Peck, S.: The Irritants in Adhesive Plaster, Pub. Health 
Rep. 50:811-819 (June 14) 1935. 
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It is not necessary to describe in detail the case reports of the 20 
patients observed, as they were similar in nearly every feature. Each 
patient presented severe painful edema of the penis and scrotum and an 
erythematofolliculopapular eruption on the areas covered by the shorts, 
This condition was preceded and accompanied by intense pruritus. The 
scrotum was the size of a small grapefruit in most cases. In 3 patients 
the face was erythematous and swollen, especially in the periorbital 
regions. In 4 patients the eruption also appeared on the arms, forearms, 
wrists, legs and ankles and was erythema-multiforme-like when occurring 
on the extensor surfaces and eczematoid when it appeared on the flexor 
surfaces. Two patients had mild toxemia with headache, blurred vision, 
anorexia and slight elevation of temperature. The dermatitis occurred 
from one to five days after the wearing of the shorts and persisted for 
from one to three weeks. Pruritus lasted six weeks in 1 case. Patch 
tests with the material elicited positive reactions, the reactions being 
erythematopapulovesicular. 


SUMMARY AND CONCLUSIONS 


When a patient presents an extremely pruritic tense edema of the 
penis and scrotum or an erythematofolliculopapular eruption usually con- 
fined to the buttocks, abdomen and thighs, a dermatitis due to underwear 
shorts should be suspected and the patient questioned to ascertain the 
price and place of purchase of the shorts. A patch test with the material 


should be made. The reaction is usually positive. 

Since 20 cases were observed at Bellevue Hospital in a period of six 
months, it is reasonable to assume that dermatitis caused by underwear 
shorts is of relatively frequent occurrence. 

The diagnoses in our cases on admission were poison ivy dermatitis, 
cellulitis of the penis and scrotum, hydrocele and dermatitis venenata. 

Since there may be a considerable amount of underwear shorts on 
the market, this type of dermatitis venenata may be seen occasionally 
until the supply has been exhausted. 
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The purpose of this paper is to call attention to a condition 
which is apparently unfamiliar to most dermatologists. The American 
dermatologic literature has only one reference to congenital defects.’ 
This excellent communication of Sutton dealt primarily, however, with 






a congenital defect of the abdominal walls and only incidentally men- 





tioned congénital defects of the scalp. 

Our interest in this subject was aroused by a patient presenting a 
peculiar cicatricial lesion of the scalp. This patient, an infant, was 
presented before the Los Angeles Dermatological Society on May 11, 






1937, at which meeting no one present was able to volunteer a diagnosis. 
A short time later, Dec. 3, 1937, one of us (F. G. N.*) presented a 
similar patient before the San Francisco Dermatological Society. At 






this presentation also no diagnosis was offered. 
In the meantime one of us had noted an identical condition of the 





scalp reported in the pediatric literature by Abt.* 








REPORT OF CASES 


Case 1 (N. P. A.).—G. H., aged 2 years, was first seen in May 1937 at the 
dermatologic clinic of the California Babies and Children’s Hospital, Los Angeles. 
3 cm. in 
On 







She presented a circular depressed area of cicatricial alopecia about 
diameter. This lesion had existed since birth in essentially the same state. 






occasions pea-sized bullous lesions appeared on the scalp in the area immediately 





adjacent to the cicatricial lesion. There was no hair even of a lanugo type in 
this circular area. It was pearly white and was definitely depressed below the 
Futhermore, this scarred area seemed 






level of the surrounding normal scalp tissue. 
adherent or attached to the underlying periosteum, as it was fixed in position 
and could not be moved. An additional congenital abnormality existed in the 
form of a more or less linear, brownish, pigmented, nonhairy, verrucous nevus 
involving the left cheek and roughly following the mandibular division of the 
fifth cranial nerve. No treatment was given, and the child has passed from 








observation. 





1. Sutton, R. L., Jr.: Congenital Defects of the Skin in the Newborn, 
Arch, Dermat. & Syph. 31:855 (June) 1935. 

2. Novy, F. G., Jr.: Case for Diagnosis (Nevus? Atrophic Scar?), Arch. 
Dermat. & Syph. 38:140 (July) 1938. 
3. Abt, I. A.: Congenital Skin Defects, Am. J. Dis. Child. 14:113 (Aug.) 1917. 
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Case 2. (F. G. N.).—B. B., 7 weeks old, was first seen on Nov. 17, 1937 
because of a lesion on the scalp. The mother stated that on the first day after 
birth the lesion was red and raw. Dr. H. Long, the pediatrician, confirmed this 
observation and stated that in a few days the erythema disappeared. The area 
looked the same for some time. The mother’s obstetrician, Dr. Ernest Page, 
stated that the delivery was normal. A forceps (low), however, was used. 
At birth nothing unusual was noted. On examination, when the child was 7 weeks 
old, she presented, to the right of the midline and posterior to the vertex of 
the skull, a circular sharply defined lesion about 1 cm. in diameter. The epidermis 
was pale and atrophic. There was a translucent appearance to the area suggestive 
of loss of deeper structures of the corium. In the central portion there was one 
small blood vessel. About this unusual area the hair was longer than elsewhere 


on the scalp. 

















Healed circular congenital defect of the scalp in a typical location (case 2). 


The first impression was that this area was a scar from the forceps. Roent- 
genograms of the skull were normal, and there was no evidence of meningocele 
On December 3 she was presented before the San Francisco Dermatological 
Society for diagnosis.2. It was suggested at that time that the lesion might be 
due to an angioma which sclerosed spontaneously. 

The child was seen again sixteen months later. The area had the same 
appearance. It was 12 mm. in diameter. The surrounding hair was normal. 
For cosmetic purposes it was suggested that the area be excised. This, however, 
was not done. The child was last seen on Sept. 23, 1940. The atrophic area 
was 11 mm. in diameter and looked the same except for a slight yellowish 
appearance. 


CasE 3 (F. G. N.).—P. D., 3% years old, was first seen on March 31, 1939 


because of three areas involving the scalp. The mother stated that these had 


been present since birth and no change had been noted. Her younger sister had 


an extensive hemangioma involving the hand. Apparently the areas were asymp 
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The child was otherwise normal. Examination revealed three lesions 
right of the midline in the upper part of the occipital area. The largest 
cm. in diameter, and the smaller ones measured 5 mm. and 3 mm. in 

eter respectively and were situated laterally and posteriorly to the largest 
one. The areas all had the same appearance, being atrophic, with no hair, cir- 
cumscribed, freely movable and with no evidence of attachment to the deeper 
structures of the scalp. They had a slight yellowish tinge. The child was 
again seen on Sept. 23, 1940. No change had taken place in the interval of 
eighteen months. The areas had the same diameter. 


Case 4 (F. G. N.).—G. F., aged 9 weeks, a patient of Dr. M. F. Frandy,! 
was first seen on March 28, 1941. The mother stated that she noticed the lesion 
im the baby’s head at the time of birth and that it had not changed in any 


There was no trauma at the time of delivery even though the labor 


( 
respect. 
was a long one. 

On examination, the baby presented a lesion on the vertex of the scalp 
45 cm. to the left of the midline. This lesion was circular and sharply demarcated 
from the surrounding normal skin. At the periphery the hair was abnormally 
long, about 3 cm., and dark. The epidermis was thin, shiny and atrophic. It 
had a translucent appearance and wrinkled easily. In the central portion there 
was a small blood vessel. 

This lesion was identical with the one in case 2. 


REVIEW OF THE LITERATURE 


\ccording to Kehrer,* the condition was first recognized by Hoffman 
of Vienna. He was primarily interested in the defect from a medicolegal 
standpoint. In 1910 Kehrer was able to collect 32 cases from the 


literature and added 1 of his own. Abt * in 1917 gave the first compre- 
hensive report in America. Since that time numerous but isolated 
cases have been reported from Scotland,® Germany,® France,’ the United 


States, Holland ® and South America." 


ETIOLOGY 

There are two main theories as to the causation of such defects. 
Although there is a possible hereditary factor, in that 2 cases have been 
4. Kehrer, E.: Congenital Defects of the Head Produced by Amniotic 
Adhesions, Monatschr. f. Geburtsh. u. Gynak. 31:183, 1910; abstracted, Surg., 
Gynec. & Obst. 11:108, 1910. 

5. Greig, D. M.: Localized Congenital Defects of the Scalp, Edinburgh M. J. 
38:341, 1931. 

6. Heidler, H.: Congenital Defects of the Scalp, Wien. klin. Wehnschr. 
37:114, 1924; abstracted, Am. J. Obst. & Gynec. 9:150, 1925. 

7. Armaignac, H.: Nevi of the Eye and Neighboring Parts, Bull. et mém. 
Soc. frang. d’opht. 4:298, 1886. 
‘vé# 8. Ingalls, N. W.: Congenital Defects of the Scalp: Studies in the Pathology 
of Development, Am. J. Obst. & Gynec. 25:861, 1933. 

9. Jonker, A.: Congenital Defects of the Skull in a Baby, Maandschr. v. 
kindergeneesk. 3:80, 1933; abstracted, Am. J. Dis. Child. 49:758 (March) 1935. 

» 10. Carrefio, C., and Seoane, M.: Small Congenital Defects of Cranium and 

Scalp Covered by Exostosis, Arch. argent. de pediat. 5:271, 1934. 
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reported as occurring in the same family ** and also in a mother and 
child,'* the most commonly accepted explanation has been that this lesion 
is due to amniotic adhesions. 

According to this theory, abnormalities occur in the early amnion. 
and there is a persistence of adhesions between the amnion and the 
fetal skin. As accumulation of the amniotic fluid increases, bands 
(Simonart’s bands) are formed. When sufficient liquor amnii has heen 
formed such bands are torn loose from the skin of the fetus and a 


cutaneous defect remains. Some authors believe that a careful search 
of the placenta and membranes would reveal such amniotic bands in an 
Others feel that even the integrity 
of the amnion does not speak against an amniotic origin.* Sitzenfrey ™ 


increasing percentage of such cases.*® 
stated the belief that the amniotic origin of such defects can be demon- 
strated by histologic methods. Because the sweat and sebaceous glands, 
together with the hair buds, are formed about the fourth month of fetal 
life, it has been assumed by some that such amniotic fetal adhesions must 
be present before that time.*® This is because the accessory cutaneous 
glands are always absent in cases of the congenital defect.’ 

The other theory of causation is that advanced by Greig.’ He stated 
the belief that such defects are due to arrested development. Ingalls,' 
in an excellent article, defended Greig’s point of view in that the caus 
of this anomaly is due to arrested development and :not to amniotic 
adhesions. He pointed out that in the human embryo the dorsal midline, 
particularly the region of the head, is subjected to extremely important 
rearrangements. It is only natural, then, to expect anomalies in this 
area. He then mentioned extreme anomalies, such as anencephaly and 
rachischisis, and wondered why minor defects, such as cutaneous 
changes, are so rare. He reported the examination of several embryos 
in which the only defect was that of blebs or bullae forming just beneath 
the epithelium. If the epithelium were torn away or if the bullae 
ruptured in cases of this kind, scarring would occur and the clinical 
features of a congenital defect of the scalp would result. He further 


11. Burger, K.: Congenital Skin Defect in the Scalp of a Newborn Child, 
Monatschr. f. Geburtsh. u. Gynak. 70:200, 1925; abstracted, J. Obst. & Gynaec. 
Brit. Emp. 32:628, 1925. 

12. Schultze, G. K. F.: Congenital Skin Defect in Mother and Child, Zentralbl. 
f. Gynak. 56:155, 1932. 

13. Terruhn, E.: The Causation of Amniogenous Skin Defects During Preg- 
nancy and Especially as Affecting the Skull of the Newborn, Arch. f. Gynak. 
140:428, 1930. 

14. Sitzenfrey, A.: Hydromeningocele with Encephalocystocele Accompanied 
by a Congenital Skin Defect, Beitr. z. Geburtsh. u. Gynaek. 14:434, 1909. 

15. Lundwall, K.: The Origin of Congenital Defects of the Skin, Arch. f. 
Gynak. 130:487, 1927. 

16. Heinrichsbauer, F.: Congenital Skin Defects of the Newborn with Special 
Reference to Their Etiology, Monatschr. f. Geburtsh. u. Gynak. 75:267, 1926-1927. 
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stated that while the fetus is surrounded with amniotic fluid, there is 
little tendency toward healing, but this does take place rapidly after 
birth. He has never noted any amniotic adhesions. His report is on 
5 embryos. 

Not applicable to congenital scalp defects but possibly of some 
interest are the symmetric defects of the forearms reported by Liegner,’? 
Kuckens,’® and Pantschenko.'® In all these cases necrotic areas were 
present on the radial side of each forearm. One was situated over the 
second metacarpal bone of each hand, and the other over the radial 
aspect of each wrist. In this instance, owing to the symmetry of the 
lesions, Liegner felt that pressure necrosis had produced the lesions. 

Swoboda *° stated the belief that these congenital scars may be 
derived from the intrauterine healing of an angioma. It should also be 
noted that pressure necrosis of the scalp may occur from the cervix 
during labor *! or possibly from a markedly deformed pelvis.** 


CLINICAL CHARACTERISTICS 

Such congenital defects of the scalp have certain clinical character- 
istics, which have been enumerated by Kehrer.*| We have been able to 
substantiate his findings not only in our own cases but in those reported 
by others. 1. The defect is for the most part in the cutis and subcutis, 
and, while seldom deeper, it may extend as deep as the dura. 2. Most 
defects of the scalp are situated on the vertex or near the sagittal suture 
or over the parietal bones; exceptionally they may be present on the 
occiput or behind the ears. 3. These lesions vary in size from that of 
a pinhead to that of a dollar. 4. The form of the defect is usually 
circular, but occasionally it is longitudinal ® or irregular. 5. The defect 
is always hairless, but in three or four weeks hair may appear or the 
place may remain bald, depending on the depth of the defect. 6. The 
margins are sharp and punched-out; the border of the defect is below 
the level of the normal skin, and between the defect and the skin is 
scarlike tissue. The only exception to this that has been found was 
17. Liegner, B.: Intrauterine Origin of Pressure Necrosis on Both Foreams. 
Monatschr. f. Geburtsh. u. Gynak. 76:278, 1927. 

18. Kuckens: Traumatic Skin Defects of Both Hands, Zentralbl. f. Gynak. 
61:1606, 1937. 

19. Pantschenko, N. A.: Pressure Necrosis of Both Forearms in the Newborn 
Developing in Utero, Zentralbl. f. Gynak. 55:3462, 1931. 

20. Swoboda, cited by Von Reuss, A. R.: Diseases of the Newborn, New York, 
William Wood & Company, 1922, p. 386. 

21. Poeck, E.: Demarcated Injuries of the Child’s Scalp from the Cervix 
(Muttermund), Zentralbl. f. Gynak. 50:2316, 1926. 

22. (a) Kehrer, F. A.: Therapy of Necrotic Pressure Marks of the Scalp 
in the Newborn, Zentralbl. f. Gynak. 7:49, 1883. (b) Hoffheinz: Two Cases 
of Artificially Induced Early Labor in Contracted Pelves with Marked Changes 
the Child’s Skull, ibid. 11:169, 1887. 
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reported by Loewy.** He reported a congenital defect of the scalp 
occurring in each of female twins. Instead of a scarred atrophic area 
there was definite keloidal formation. 7. The wound itself at birth may 
appear fresh and covered with coagulum or granulation tissue. Ii seen 
when the child is older, an atrophic round scar is present. 8. Other 
congenital malformations often coexist. 9. In each case, but particularly 
in one of medicolegal nature, it is necessary to exclude the presence of 
exostoses of the mother’s pelvis. 10. On histologic examination there 
is a total absence of sweat or sebaceous glands. 11. Such defects of the 
scalp are generally single, although defects of the skin elsewhere are 
multiple. 12. In about 8 per cent of cases of congenital defects of the 
scalp there are congenital defects of the skin elsewhere on the body. 


ASSOCIATION WITH OTHER CONGENITAL ABNORMALITIES 


Other congenital abnormalities are often noted. These have included 
hydrocephalus,* microphthalmia,* maldevelopment of the fingers, hands 
and feet *° and multiple nevi of the conjunctiva’ or of the face (case 1, 
this series).’ Harelip and cleft palate may coexist with the defect of 
the scalp.*° Heinrichsbauer *? has reported on the association of con- 
genital defects of the skin with a familial lethal morbid process which 
is closely related to epidermolysis bullosa. 


DIAGNOSIS 


The diagnosis is based on the clinical characteristics as already 
described. In some instances roentgen ray examination of the skull 
may reveal an absence of the bony skull directly beneath the defect.* 


DIFFERENTIAL DIAGNOSIS 


Criminal injury must be excluded in some cases. This is ruled out 
by the absence of any reaction in the region of the defect, the circular 
shape of the lesion and usually by a normal course of birth. 

It is extremely important to differentiate this condition from an 
injury due to forceps. Medicolegal complications may arise if the 


23. Loewy, E.: Congenital Defect of the Skin and Keloids with Twins, Dermat. 
Wehnschr. 79:1660, 1924. 

24. Dowler, V. B.: Congenital Defect of the Skin in a Newborn Infant, 
Am. J. Dis. Child. 44:1279 (Dec.) 1932. Ingalls.§ 

“& 25. Pincherle, R.: Newborn Infant with Congenital Ulceration of Scalp, 
Multiple Phalangeal Mutilations and Partial Syndactylia, Arch. de méd. d. eni. 
41:96 (Feb.) 1938. Abt.® 

26. Oing, M.: Skin Defects in the Newborn, Zentralbl. f£. Gynak. 58:1522, 1929. 

27. Heinrichsbauer, F.: Congenital Defects of the Skin: A Familial Lethal 
Disease Picture with Bullous Lesions and Congenital Defects of the Skin, Arch. f. 
Gynak. 134:673, 1928 

28. Kehrer.* Heidler.® 
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is present in a child delivered by forceps. Practically all injuries 


defect 1 
due to forceps occur about the ears and on the sides of the face, and 
if any damage is done to the skin the resultant scars are linear in nature. 
Nevertheless, sharply punched-out defects of the scalp may occur after 


] 


the use of forceps.”® 

Syphilitic infection occurring during labor may produce one or 
more primary lesions of the scalp. However, such chancres ordinarily 
do not appear until three or four weeks after birth, while the true defect 
of the scalp is present at birth. Spirochetes are absent in a case of the 
congenital defect, and the Wassermann reaction is usually negative. 
Regardless of the presence or absence of syphilis, most investigators are 
agreed that it is not an etiologic factor in congenital defects of the skin. 
One investigator, however, believes to the contrary.*° 

Congenital depressions of the skull ** usually involve the parietal 
Spoon-shaped depressions are present, and there is no loss of 
hair. They gradually disappear about the third or fourth year of life. 
The usual cause is a pressure of the cranial bones on the promontory of 


bones. 


the sacrum. 
PROGNOSIS 


There is apparently a mortality of about 20 per cent in cases of this 
kind, and most of the deaths may be directly attributable to the condition 
of the scalp.8 The cause of death is usually a meningitis.® 


TREATMENT 


No treatment is indicated except that directed toward the prevention 
of secondary infection. It might be well to point out that in some cases 
extensive congenital defects involving the abdomen have healed after 


using simple petrolatum gauze dressings.** 


SUMMARY 
Four cases of congenital defects of the scalp have been reported. 
The striking and definite clinical characteristics of the congenital 
defects are described. 
2007 Wilshire Boulevard, Los Angeles. 
411 Thirtieth Street, Oakland, Calif. 


29. Jorg: Harmlessness of Head Forceps After Gauss for the Child, Zentralbl. 
f. Gynak. 62:2796, 1938. 

30. Muller, P. P.: Scalp Defects in Infants, Zentralbl. f. Gynak. 53:2794, 1929. 

31. Goodman, A. L.: Congenital Depressions of the Skull, Arch. Pediat. 
32:587, 1915. 

32. Adair, F. L., and Stewart, C. A.: Congenital Defect of the Skin of the 
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FREI TEST 


EVALUATION OF CHICK EMBRYO ANTIGEN (LYGRANUM ) 


FRANK C. COMBES, M.D. 
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NEW YORK 
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BOSTON 


In 1925 Frei’ reported the use of an antigen made with pus obtained 
from an unruptured bubo of a patient suffering from lymphogranuloma 
venereum. Ever since, this test has been recognized as a valuable aid 
in diagnosis. However, because of difficulty experienced in obtaining 
sufficient material for its preparation, other sources have been investi- 
gated. The artificially infected brain of various animals was found 
satisfactory, and the susceptibility of mice to the virus, shown by 
Levaditi, Ravaut and Schoen ? in 1932, led to the subsequent utilization 
of mice in the preparation of an antigen. 

The mouse brain antigen, with a suspension of normal mouse brain 
used as a control, has been studied by many clinicians and found satis- 


factory when the reactions are properly read, although Binkley and 
Love * advocated its abandonment, considering the results too difficult 
to interpret. Reider and Cafizares,* at Bellevue Hospital, after a stud) 
of 116 patients with lymphogranuloma venereum and 204 control sub- 


From the Department of Dermatology and Syphilology, New York University 
College of Medicine, and the Dermatological Service of the Third (New York 
University) Medical Division, Bellevue Hospital, service of Dr. Frank C. Combes 

The mouse brain antigen used in this investigation was supplied by Lederk 
Laboratories, Inc., Pearl River, N. Y. The chick embryo antigen (lygranum) was 
supplied by E. R. Squibb & Sons, New York. 

1. Frei, W.: Eine neue Hautreaktion bei Lymphogranuloma inguinale, Klin 
Wehnschr. 4:2148 (Nov. 5) 1925. 

2. Levaditi, C.; Ravaut, P., and Schoen, R.: Réceptivité de la souris a l’égard 
du virus de la maladie de Nicolas et Favre, Compt. rend. Soc. de biol. 109:285 
(Feb. 5) 1932. 

3. Binkley, G. W., and Love, W. R.: Mouse Brain Lymphogranuloma 
Venereum Antigen, Arch. Dermat. & Syph. 38:383 (Sept.) 1938. 

4. Reider, R., and Cafiizares, O.: Evaluation of the Frei Test with Mouse 
Brain Antigen, Arch. Dermat. & Syph. 38:930 (Dec.) 1938. 
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‘ects, recommended a standard method of procedure in performing the 
rest and certain criteria to be observed in its interpretation. 

However, the accepted materials for the Frei test, the human and 
mouse brain antigens, have their disadvantages. The former has been 


difficult to obtain since the introduction of sulfanilamide and allied com- 


nounds in the treatment of the disease in its early stages, and the latter 


is expensive and limited in supply. Furthermore, the reading of the 
tests is sometimes not conclusive, as the reaction to normal mouse brain 
may be only a few millimeters smaller than the reaction to the antigen. 
It has been shown also ! that the reaction to normal mouse brain is more 
intense in patients with lymphogranuloma venereum than in uninfected 
persons. 

It has long been evident that another source was needed, so that the 
antigen would be inexpensive, readily procured and reliable and would 
vive results easy to evaluate. The introduction of antigen prepared by 
inoculation of chicken egg yolk sac material by Rake, McKee and 
Shaffer ° is the most recent contribution. This substance is cheap to 
prepare and requires no costly apparatus other than a high speed 
centrifuge. Sulkin, Fletcher, Huber and Reh® have said that the test 
with this antigen is “the most satisfactory confirmatory procedure for 


the diagnosis of lymphogranuloma venereum.” 


CLINICAL TRIALS 
Our conclusions are based on a study of the Frei test in 356 patients 
over a period of nine months. In all cases, antigen prepared from 
inoculated yolk sac of a developing chick embryo (lygranum) was used 
and compared with mouse brain antigen. In 102 patients a potent human 
antigen was used. Control studies were made with normal mouse brain 


and yolk sac of normal chick embryo. 


TECHNIC 

The tests were performed by injecting 0.1 cc. of each substance intra- 
cutaneously into the flexor aspect of the forearm at intervals of approxi- 
mately 3 cm. Readings were made after forty-eight and ninety-six 
hours. A reaction was considered positive when a papule 7 mm. in 

5. Rake, G.; McKee, C. M., and Shaffer, M. F.: Agent of Lymphogranuloma 
Venereum in Yolk Sac of Developing Chick Embryo, Proc. Soc. Exper. Biol. & 
Med. 43:332, 1940. 

6. Sulkin, E.: Fletcher, P.; Huber, E., and Reh, P.: The Frei Test for 
Lymphogranuloma Venereum: Experiences with a New Antigen (Lygranum) 
Prepared from Infected Yolk Sac of Developing Chick Embryo, J. A. M. A. 116: 
2663 (June 14) 1941. 
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diameter or larger appeared at the expiration of forty-eight hours. 
this time the control reaction is usually imperceptible. All measurements 
were made with a specially calibrated compass, as it is impossible to gage 
the dimensions accurately with a flat ruler. A positive reaction to mouse 
brain antigen was one larger than 7 mm. on the fourth day with a much 
less intense reaction to the emulsion of normal mouse brain. <A doubttfy! 
reaction to both antigens was one consisting of a papule 5 to 7 mm. jn 
diameter with a less intense reaction to the control substance. 

We found that with chick embryo antigen all nonspecific reactions 
usually faded at the end of ninety-six hours. In most instances a reaction 
which was positive at the end of the forty-eight hour interval would 
remain so at ninety-six hours. Therefore, routine readings can be made 
at forty-eight hours, and only when nonspecific reactions occur in the 
controls is it necessary to reread the test at ninety-six hours. This js 
not the case with mouse brain antigen, early and delayed nonspecific 
reactions to which make the fourth or fifth day the optimum time to make 
readings. 

Chick embryo antigen is to be expected to give a positive reaction in 
allergic patients sensitive to eggs. This should be equal in intensity in 
both antigen and control. In our experience this type of nonspecific 


reaction has been negligible. 


FALSE POSITIVE REACTIONS 

A false positive reaction consists of a positive reaction in a patient 
free from all symptoms of lymphogranuloma venereum, whose carefully 
obtained history is negative and who gives a negative reaction to human 
and/or mouse brain antigens. It is not our purpose to discuss the 
significance of these reactions. Reider and Canizares * have shown that 
mouse brain gives 5 per cent false positive and 2 per cent doubtful reac- 
tions in control subjects. Babonneix, Touraine and Lafont,’ in a study 
in children, obtained false positive reactions with human antigen. 
Brandt and Torpin § found that human antigen may give a cross reaction 
in patients with other infections, especially in Negroes. Kornblith® 
obtained an unusually high percentage of false positive reactions with 
chick embryo antigen, using human antigen as a control. We have not 
obtained any with chick embryo antigen and feel that the incidence is 


7. Babonneix, L.; Touraine, and Lafont: Valeur de la réaction de Frei, Bull. 
Soc. frang. de dermat. et syph. 42:767 (May) 1935. 

8. Brandt, R., and Torpin, R.: The Dependability of the Skin Test in Diag- 
nosis of Lymphogranuloma Venereum and Chancroid, Especially in the Colored 
Race, Am. J. Syph., Gonor. & Ven. Dis. 24:632, 1940. 

9. Kornblith, B. A.: Personal communications to the authors. 
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COMBES 








much less than with mouse brain antigen. According to Nicolas and 
Favre, “This test is subject to the relativity of all biologic reactions.” 
Unsuspected positive reactions should always be followed by a careful 







study of the patient with other antigens. 

Early in the study we found that certain batches of chick embryo 
antigen gave slightly stronger reactions than others. On rare occasions 
in normal subjects the control gave a more intense reaction than the 
antigen, a phenomenon difficult to explain. 









RESULTS 









In 89 known cases of lymphogranuloma venereum, chick embryo 
antigen and mouse brain antigens were used. In 32 of these a potent 





human antigen was also injected. 

Of the 89, in 82 there were positive reactions to both chick embryo 
antigen and mouse brain antigen. Of tle remaining 7 cases, in 4 there 
were positive reactions to chick embryo antigen and doubtful reactions 







to mouse brain antigen. In only 2 instances was the reaction to chick 
> d 





eibryo antigen negative and to mouse brain antigen positive. In both 





of these cases human antigen also elicited a positive reaction. This 





represents a fraction over 2 per cent false negative reactions for chick 






embryo antigen. 

In 1 instance all reactions were negative. This was the case of a 
woman with esthiomene who had hyperpyrexia following the intravenous 
injection of antigen and a blood protein ratio consistent with a diagnosis 







of lymphogranuloma venereum. 







ROUTINE FREI TESTS 











Of 261 patients not suspected of being infected and with no history 
of previous infection with lymphogranuloma venereum, 12 (4.5 per cent) 






gave positive reactions to all three antigens. Of these, 5 were subse- 





quently found to have proctitis or changes in blood proteins consistent 


with those caused by lymphogranuloma venereum. For the remaining 7, 





no history or clinical evidence of infection could be found. In 32 (12.2 






per cent) cases mouse brain antigen elicited doubtful reactions, and 





in 4 of them the reaction to chick embryo antigen was also doubtful. In 
12 instances chick embryo antigen elicited doubtful reactions and mouse 






brain antigen and human antigen negative reactions. Chick embryo 
antigen, therefore, elicited doubtful reactions in 15 of 261 cases (6.1 






per cent). 









10. Nicolas, J., and Favre, M., in Darier, J.; Sabouraud, R., and others: 
Nouvelle pratique dermatologique, Paris, Masson & Cie, 1936, vol. 4, p. 486. 
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SUMMARY AND CONCLUSIONS 


Seven hundred Frei tests were made on patients with clinical lyimpho- 


granuloma venereum and on control subjects with both chick embryo 
antigen (lygranum) and mouse brain antigen. In addition, one hundred 
and two tests were made with antigen prepared from human pus. 

The comparison of the reactions obtained showed that chick embryo 
antigen (lygranum) gives results which are reliable and easier to 
evaluate and has less tendency to cause false positive and negative 
reactions than mouse brain antigen. 

All three antigens may elicit false positive reactions. However, for a 
patient with no clinical evidence or history of infection, one positive 
reaction should not be accepted as conclusive. A Frei test with antigens 
of different origin, proctoscopic examination and an estimation of the 
globulin-albumin ratio of the blood should be made. 

Routine Frei tests on patients at Bellevue Hospital without clinical 
evidence of lymphogranuloma venereum gave an incidence of positive 
reactions as high as 4.5 per cent. 

Frei tests should be performed on all patients with venereal disease. 








RESPIRATION OF HUMAN KERATOSES 
AND EPITHELIOMAS 


JOSEPH C. AMERSBACH, M.D. 
AND 
ELSIE M. WALTER, Cu.E. 
NEW YORK 
AND 


ELTON .S. COOK, Px.D. 


CINCINNATI 


The original concept of Warburg,’ that defective respiration is char- 
acteristic of and indeed is the cause of tumors, has undergone a great 
deal of modification. Extended debate has given rise to considerable 
confusion in the literature concerning the differences in the respiration 
and glycolysis of tumor tissue and normal -tissue. Much of the diffi- 


culty arises from the fact that comparisons have been made of normal 


tissue and tumors derived from different tissues. The metabolism of 
sarcoma or epithelioma is compared with the metabolism of normal liver 
or kidney, for example, instead of with that of the normal tissue from 
which the tumors arise. There are few experiments reported in which 
a direct comparison is made between the tumor and the normal tissue 


from which it arose. 

These facts have led to the recent discussion by Boyland,? Dickens 
and Weil-Malherbe * and Berenblum, Chain and Heatley * on tumor 
metabolism and have cast doubt on the validity of interpretations of 
many of the data. The experiments on which these contentions rest 
are the following : 

Berenblum, Chain and Heatley * found no characteristic differences 
between normal epithelium and the Shope rabbit papilloma derived from 

This reasearch was made possible partly through a grant from the Lilia Babitt 
Hyde Foundation. 

From Institutum Divi Thomae, Cincinnati, and the Skin and Cancer Unit 
of the New York Post-Graduate Medical School and Hospital, New York. 

1. Warburg, O.: The Metabolism of Tumours, London, Constable & Co., 1930. 

2. Boyland, E.: Metabolism of Tumours, Nature, London 145:513 (March 30) 
1940, 

3. Dickens, F.: Metabolism of Tumours, Nature, London 145:512-513 
(March 30) 1940. Dickens, F., and Weil-Malherbe, J.: Carbohydrate Metabolism 
of Tumours, ibid. 145:779-780 (May 18) 1940. 

4. Berenblum, I.; Chain, E., and Heatley, N. G.: Carbohydrate Metabolism 

Tumours, Nature, London 145:778-779 (May 18) 1940. 

5. Berenblum, I.; Chain, E., and Heatley, N. G.: The Metabolism of Normal 
nd Neoplastic Skin Epithelium, Am. J. Cancer 38:367-371 (March) 1940. 
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it but merely a slight general lowering of respiration, aerobic ang 
anaerobic glycolysis and respiratory quotient, which they regard a 
insignificant. On the other hand, in experiments on rat hepatoma 
induced by dimethylaminoazobenzene (butter yellow), Nakatani, Nakano 
and Ohara® found greatly increased glycolysis and slightly increased 
respiration in the tumors as compared with the normal liver and reported 
the anaerobic glycolysis to increase throughout the precancerous period, 
Orr and Stickland’ failed to confirm these observations during the 
precancerous period but found an increase in glycolysis of the tumor as 
well as a change in glycolytic substrate. Kensler, Suguira and Rhoads 
found no alteration in the oxygen uptake of the liver when the tumor 
appeared, but there was a decrease in riboflavin and coenzyme I content, 
indicative of an alteration in the respiratory enzyme systems. Kahler 
and Davis ® obtained similar results with regard to riboflavin content. 
Dreyfuss *° compared the metabolism of human endometrium with that 
of two carcinomas of the endometrium and found the carcinomas to have 
slightly lowered respiration, tenfold aerobic glycolysis and considerabl 
higher anaerobic glycolysis. The bulk of present evidence appears to 
indicate that if there is a difference in metabolism between normal and 
tumor tissue, it takes the form of increased glycolysis and lowered 
respiratory quotient in the tumor but does not necessarily involve lower- 
ing in the aerobic respiration. More evidence is needed before con- 
clusions can be drawn. 

Des Ligneris ** recently reported experiments on chicxens, rats and 
mice to determine whether or not cancer passes through a precancerous 
stage. He found no precancerous stage in the Rous chicken sarcoma, 
induced by injection of filtrate from a Rous tumor, and no clear evidence 
in a case of spontaneous mouse mammary carcinoma. He produced 
tumors in rats and mice by a single injection of the carcinogenic hydro- 
carbons and histologically examined the treated site at regular intervals 


6. Nakatani, M.; Nakano, K., and Ohara, Y.: Tissue Metabolism During the 
Development of Liver Cancer Induced by Feeding Dimethylaminoazobenzene, 
Gann 32:240-244 (June) 1938; abstracted, Am. J. Cancer 38:417 (March) 1940. 

7. Orr, J. W., and Stickland, L. H.: Metabolism of Rat Liver During 
Carcinogenesis by Butter Yellow, Chemistry Industry 58:1088, 1940; Biochem. J. 
35:479-487 (April) 1941. 

8. Kensler, C. J.; Suguira, K., and Rhoads, C. P.: Coenzyme I and Riboflavin 
Content of Livers of Rats Fed Butter Yellow, Science 91:623 (June 28) 1940. 

9. Kahler, H., and Davis, E. F.: Riboflavin Determinations on Normal 
Liver and Liver Tumor, Proc. Soc. Exper. Biol. & Med. 44:604-606 (June) 1940 

10. Dreyfuss, M. L.: The Metabolism of Human Endometrium with Special 
Reference to Adenomyosis and Hyperplasia of the Endometrium, Am. J. Cancer 
38:551-557 (April) 1940. 

11. Des Ligneris, M. J. A.: Precancer and Carcinogenesis, Am. J. Cancer 
40:1-46 (Sept.) 1940. 
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aiter the injection. He observed that malignant tumors do not arise 
suddenly or within a short period when they are induced by chemical 
cancer-producing agents. The malignancy proceeded gradually and by 
degrees and did not develop suddenly after a long lag period during 
which the cells remained normal. He reported that in every instance 
in which cancer was produced by chemical agents there was a pre- 
sarcomatous period, during which cells were constantly showing them- 
selves to be under the influence of some irritating factor. Again, in 
his series of mice painted with solutions of carcinogenic hydrocarbons, he 
observed not only that the normal cell gradually became transformed into 
a malignant cell but that it was impossible from histologic examination 
to tell the moment when the precancerous lesion became cancerous. 
His work shows that, although a precancerous stage has not always been 
observed in rats and mice, as in the case of the spontaneous tumors, yet 
when a lesion does appear as the result of irritation it is apt to develop 
into cancer. 

in view of the possible metabolic differences between normal and 
tumor tissue and the existence of a precancerous period after treatment 
with carcinogenic agents, it becomes of interest to study the precancerous 
period from a metabolic standpoint. In addition to the bearing which 
the aforementioned dimethylaminoazobenzene hepatoma experiments 
have on this problem, certain other work may be mentioned. Fardon 
and his co-workers ** in our laboratories gave mice doses of roentgen 
rays sufficient to produce a potentially precancerous condition. They 
measured the respiration of the irradiated skin at various intervals after 
the irradiation and found an immediate period of respiratory depression 
which was followed by a period of stimulation, during which healing was 
taking place. Evidence was obtained of a subsequent depression. Fardon, 
srotzge and Loeffler ?* followed the respiration of mouse skin after 
subcutaneous injection of methylcholanthrene and found depressed respi- 
ration during the entire period up to and including tumor development. 
Dyadyusha ** observed an increase in glycolysis and a decrease in respira- 
tion of the skin of mice painted with coal tar, the anaerobic glycolysis 
being three and nine-tenths times as great as the respiration at the 
end of five and one-half months. The glycolysis of adjoining normal 
skin was normal. In mice treated with 1,2,5,6-dibenzanthracene the 
12. Fardon, J. C., and Sullivan, W. A.: Respiration Changes Following Irradia- 
tion with X-Rays, Nature, London 143:287 (Feb. 18) 1939. Fardon, J. C., 
Sullivan, W. A.; Brotzge, G. C.; Loeffler, M. K., and Andrus, M. B.: Changes 
in Respiration Following Irradiation with X-Rays, Studies Inst. Divi Thomae 
2:203-214 (Nov.) 1939. 

13. Fardon, J. C.; Brotzge, G. C., and Loeffler, M. K.: Depressed Respiration 
Preceding Tumor Formation, unpublished data. 

14. Dyadyusha, G. F.: Tissue Metabolism in the Cancerization Process, J. Med. 
Ukraine 7:131-146, 1937; abstracted, Chem. Abstr. 32:9242 (Nov.) 1938. 
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respiration was normal for the first two months. In this connection, jt js 
of interest that Cook, Hart and Joly ** observed that 1,2,5,6-dibenzan- 
thracene can be stimulatory or inhibitory to yeast proliferation and 
respiration, depending on concentration, but that in the concentration 


range most effective for growth promotion a reversal of respiration 
effect, from stimulation to inhibition, takes place. Pourbaix *° observed 
that the same carcinogenic hydrocarbon depressed the respiration oj 
tissues in vitro and that styryl 430 depressed the respiration of yeast.’ 

As part of a program to determine the importance of respirator 
changes in dermatologic conditions it was decided to investigate the 
respiration of some cancerous and so-called precancerous lesions of the 
human epithelium to see if there was any similarity between the two in 
this respect. The respiration of the pathologic tissue was compared in 
every case with the respiration of normal epithelium taken from areas 
as nearly adjacent as possible to the pathologic tissue. The normal 
tissue served as a reference for the comparisons and aided in eliminating 
variations which would naturally exist in different persons and in 
different parts of the body. Some of the problems involved in the 
measurement of respiration of human skin have been discussed in an 
earlier paper.'$ 

EXPERIMENT 

The respiration of the pathologic tissue was compared directly with that of 
normal tissue taken 1 to 4 cm. away. Both sections of tissue were removed with 
the patient under procaine hydrochloride anesthesia and handled in exactly 
similar manners. For the normal tissue a 0.5 cm. biopsy punch was used, and 
for the pathologic tissue a 1 cm. punch, since one half of the pathologic tissue was 
used for the histologic study of the lesion.19 The tissue was placed immediately 


15. Cook, E. S.; Hart, M. J., and Joly, R. A.: The Effect of 1, 2, 5, 6-Dibenz- 
anthracene on the Growth and Respiration of Yeast, Science 87:331 (April 8) 
1938; Am. J. Cancer 35:543-545 (April) 1939. 

16. Pourbaix, Y.: Etude de l’influence du 1-2, 5-6, dibenzéne anthracéne sur le 
métabolisme cellulaire des hydrates de carbone, Compt. rend. Soc. de biol. 110: 
1015-1018, 1932; Etude de l’influence d’un corps cancérigéne, le 1-2, 5-6, dibenzéne 
anthracéne, sur la respiration de la cellule normale, ibid. 112:1222-1225, 1933; 
Respiration des coupes de cerveau in vitro en présence d’un corps pur cancérigéne, 
le 1-2, 5-6, dibenzéne anthracéne, ibid. 113:930-933, 1933; Sur le métabolisme 
cellulaire des hydrates de carbone, ibid. 115:1738-1739, 1934. 

17. Pourbaix, Y.: Etude de l’influence d’un corps cancérigéne hydrosoluble 
sur le métabolisme des hydrates de carbone de la levure, Compt. rend. Soc. de biol. 
126:92-94, 1937; Styryl 430 et métabolisme du glucose chez la levure: Influence 
de l’ion phosphate et du pu, ibid. 126:448-450, 1937; Styryl 430 et métabolisme du 
glucose chez la levure. Changement dans la nature de la phase glycolytique, ibid. 
126: 451-452, 1937. 

18. Amersbach, J. C.; Nutini, L. G., and Cook, E. S.: Skin Respiration as a 
Dermatologic Tool, Arch. Dermat. & Syph. 48:949-955 (June) 1941. 

19. Dr. David L. Satenstein made the pathologic diagnoses, and Miss Bella H 
Salzer supplied the histologic descriptions. 
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in _Ringer-phosphate-dextrose (0.2 per cent dextrose, pa 7.3) solution and the 
subcutaneous fat removed. The tissue was cut into small pieces, approximately 
| mm. square, and placed in the manometer flasks. The respiration was measured 
at 37.5 C. in air by Warburg manometers, with the method described for animal 
skin by Cook, Kreke and Nutini °° and that for human skin by Amersbach, Nutini 
and Cook.18 The tissue was placed in the manometer bath approximately twenty 
to twenty-five minutes after being excised. In a few cases the tissue was kept 
for not over an hour in Ringer-phosphate-dextrose solution at body temperature 
in a thermos bottle between excision and placing in the manometer bath. After 
the usual fifteen minute equilibrium period, the respiration was measured for two 
hours. The tissue was then carefully removed from the flasks, washed in distilled 
water and dried to constant weight at 100 C. The respirations are expressed 
in terms of QOs, i. e., cubic millimeters of oxygen taken up per milligram of 


tissue (dry weight) per hour. 
The results of the respiration of the normal and pathologic tissues together 
with the histologic diagnoses are given in the accompanying tables. 


COMMENT 

Examination of the results indicates that of the 21 experiments on 
patients with precancerous lesions, 16 experiments (76.2 per cent) 
showed a lower respiration for the keratosis and 4 (19.0 per cent) a 
lower respiration for the normal tissue, the remaining 1 (4.8 per cent) 
showing practically the same respiration for the two types of tissue. In 
the 16 experiments on patients with epithelioma, 8 (50.0 per cent) 
showed a lower respiration for the pathologic tissue, 5 (31.25 per cent) 
a lower respiration for the normal tissue and the remaining 3 (18.75 
per cent) practically the same respiration for the two types of tissue. 

It was observed in the experiments on epithelioma that in every 
case in which the lesion was crusted or ulcerated to any extent (table 2: 
cases 3, 6, 8 and 11), the respiration of the pathologic tissue taken as 
far away as possible from the point of ulceration was either near that 
of the normal tissue or higher than that of the normal tissue. The 
same is true in 1 case of precancerous lesions (table 1: case 8). It 
was thought that leukocytic infiltration might in part account for the 
increased respiration of these specimens. While the histologic sections 
in these cases showed marked cellular reaction, extensive leukocytic 
infiltration was observed in only 2 instances. There does, however, 
appear to be some correlation between the ulcerated condition and the 
heightened respiration, the nature of which is not yet clear. 

Decided increase in horn was noted in 7 of the precancerous lesions 
which showed lower respiration and in 2 which did not. The presence 
of horn would give an apparent lower respiration because of the non- 
respiration of the keratin. The presence of large amounts of horn, how- 


20. Cook, E. S.: Kreke, C. W., and Nutini, L. G.: Fractions from Yeast Which 
Stimulate the Respiration of Yeast and Animal Tissues, Studies Inst. Divi Thomae 
2:23-37 (Nov.) 1938. 
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ever, can by no means entirely account for the depressed respiration, 
since 9 of the lesions with lower respiration showed no or only slight 
increases in horn and the lesions with increased respiration contained as 


TABLE 1.—Respiration of Human Keratoses 








Location QO2 
of r “~ ‘ 
Lesion Normal Pathologic Keratosis 
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Back 0.44 0.23 Seborrheic 
Back 0.87 0.57 Seborrheic 
Arm 0.51 Seborrheic 
Hand 1.08 et Seborrheic 
Face 1.78 r Seborrheic 
Hand 0.91 a Seborrheic 
Back 2.01 Ray Seborrheic 
Back 0.58 0: Seborrheic, ulcerated 
Back 0.73 a Seborrheic 
Temple 1.32 .05 Seborrheic 
Back 0.72 . Seborrheic 
Nose 0.91 ; Seborrheic 
Wrist : 5 Seborrheic 
Midaxillary 1.0¢ Riy Seborrheic 
portion of 
the trunk 
Hand c Senile 
Wrist 48 “a Senile lentigo 
Cheek iy. Radiodermatitic sclerosis 
Forehead aa 5 Bowen’s precancerous dermatosis 
Hand i , Senile 
Lip 2. Lupus erythematosus* 
Cheek 6% Lupus erythematosus* with over 
lying junction type nevus 
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* Not strictly considered as precancerous lesions, although they sometimes develop into 
malignant lesions. 


TABLE 2.—Respiration of Human Epitheliomas 











Q02 
r —_ 
Sex Age Location Normal Pathologic Epithelioma 


.09 0.64 Infiltrating, disseminated basal cell 

88 0.44 Early prickle cell 

.08 1.99 Basal cell, infiltrating, lobulated, 

ulcerated 

30 Forehead 0.72 0.35 Basal cell, infiltrating 

32 Face 1.78 0.69 Basal cell on radiodermatitis 

39 Temple “ 1.53 Basal cell, ulcerated 

34 Cheek 40 1.09 No evidence in histologic report; 
clinical diagnosis, epithelioma 

Basal cell, ulcerated 

Basal cell 

Basal cell 

Anaplastic, ulcerated 

Seborrheic keratosis with intraepider- 
mal basal cell development 

Seborrheic keratosis undergoing 
malignant change 

Basal cell, infiltrating 

Basal cell, from follicle wall 

Senile keratosis with early malignant 
changes 


54 Face 1 
69 Face 0 
66 Face 1 


56 Temple 
34 Neck 

66 Ear 
‘ 
84 


g3B 


Cheek 
Chest 


el Ek ce el 
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61 Face 1.82 


44 Skull 1.46 
52 Nose 1.24 
73 Hand 0.65 
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much horn. Of the epitheliomas, only 3 had a great increase of horn, 
and only 1 of these had a respiration lower than that of the normal tissue. 

The majority of the keratoses had a lower respiration than the 
normal tissue, as was true of the epitheliomas in which there was no 
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ulceration. While a lowered respiration during a precancerous period 
would conform with the original Warburg concept of malignant and 
nonmalignant tumors, one need not expect a lowered respiration to be 
characteristic of the whole precancerous period, particularly in view of 
the observations referred to in the first part of this paper. In the 
majority of the instances cited, a depressed respiration was observed 
in the skin of animals during the precancerous period, but there are 
evidences that this may not be uniformly characteristic of the period. 
[It is also true, as far as existing in vitro experiments go, that carcinogenic 
agents may show metabolic depressing or stimulating effects, depending 
largely on the concentrations involved. The complexity of the relation 
between carcinogenesis and metabolic disturbances is further empha- 
sized by the recent experiments of Crabtree,** dealing with the effects 
of glycolytic inhibitors on tumor induction by chemical carcinogens. 
One might, therefore, possibly expect the majority of human pre- 
cancerous lesions to show a depressed aerobic respiratory metabolism, 
but this need by no means be the invariable rule, especially when one 
considers the variables, such as ulcerization and keratinization, which 
must be taken into account and which it is not possible to eliminate 
experimentally. 

The results of this paper indicate that there is generally an alteration 
in the respiration of human epithelial tissue before cancer actually 
develops, this alteration usually taking the form of a depression. It is 
evident that the picture is not a simple one and that a respiratory 
deficiency in a broad sense may exist without manifesting itself by 
quantitatively lowered aerobic respiration. More work must be under- 
taken to determine the significance of the respiratory changes found in 
the present series of cases. We are extending our experiments to include 
a study of the effect of roentgen rays on the respiration of human skin 
and to include the use of an improved microrespirometer. 


SUMMARY 


A study was made of the respiration of a number of precancerous 
and cancerous lesions of the human epithelium and of the normal 
epithelium from the same general area. In the majority of cases there 
was an alteration in the respiration of the precancerous lesions and of 
the epitheliomas, the alteration usually being in the form of a depression. 

105 East Fifty-Third Street, New York. 


330 Second Avenue, New York. 
1840 Madison Road, Cincinnati. 


21. Crabtree, H. G.: Retardation of the Rate of Tumour Induction by Sub- 
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XCVIII. OSTEOSIS CUTIS IN METHYLCHOLANTHRENE 
EPIDERMAL CARCINOGENESIS IN MICE 
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Although more than 40 cases of heterotopic formation of bone in 
human skin have been reported and reviewed in the literature,’ we have 
been unable to find any reference to true osteosis cutis in experimental 
animals. The 4 examples herein described were incidental observations 
in two experiments in which epidermal cancer was induced by 20-methyl- 
cholanthrene. The details of one experiment * and a preliminary report 
up to the seventh month of the other experiment,’ which are parts of 
a group investigation on the early stages of experimental epidermal 
carcinogenesis organized by Dr. E. V. Cowdry, have been published. 


This investigation was aided by a grant from an anonymous donor. 


Studies, observations and reports from the Research Department of the Barnard 
Free Skin and Cancer Hospital and the Department of Anatomy, Washington 
University School of Medicine. 

1. Becker, S. W.: Osteosis Cutis: Case Report, Arch. Dermat. & Syph. 10: 
163-172 (Aug.) 1924. Beintema, K.: Knochenbildung in der Haut nach voraus- 
gegangenem Trauma, Acta dermat.-venereol. 19:49-55 (March) 1938. Dietrich, C.: 
Osteomatosis Cutis, Arch. Dermat. & Syph. 41:562-567 (March) 1940. Finder, 
J. G.: Calcinosis Cutis with Heterotopic Bone Formation, Illinois M. J. 71:219-224 
(March) 1937. Fischer, W.: Zur Kenntnis der Knochenbildung in der Haut, 
Virchows Arch. f. path. Anat. 277:810-816, 1930. Hopkins, J. G.: Multiple 
Miliary Osteomas of the Skin: Report of a Case, Arch. Dermat. & Syph. 18:706- 
715 (Nov.) 1928. Lloyd-Williams, I. H.: Ona Case of Bony Plaques Developing 
in Skin, Brit. M. J. 2:1055 (Dec. 7) 1929. Musger, A.: Knochenbildung in der 
Haut: I. Metaplastische Verknécherungen, Acta dermat.-venereol. 16:1-36 (May) 
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ficazione spontanea eterotopica del sottocutaneo, Arch. ed atti d. Soc. ital. di chir. 
45:831-835, 1939. Rachold, H.: Ueber Knochenneubildung in der Subkutis beider 
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OBSERVATIONS 


Osteosis was observed in the skin of 3 animals in a group of 50 
young female Swiss mice which were painted on a moderately large 
area of the back at monthly intervals with an 0.6 per cent solution of 
20-methylcholanthrene in benzene. The significance of this mode of 
application, which differs materially from that usually used, has been 
discussed. After’ seven paintings, cancer had developed in 70 per cent 
of this group of mice. Osteosis occurred in 3 of the 12 animals in 
which carcinoma developed after the eighth monthly application of the 
carcinogen. 

The presence of bone was not detected until sections of the skin 
subjected to the carcinogen were prepared according to the technic 
previously described.* Four strips of skin from the first mouse showed 
three small carcinomas and one well developed anaplastic carcinoma. 
In two pieces of skin from the second animal were four well developed 
carcinomas, of which two were anaplastic. Three strips were cut from 
the skin of the third mouse, in which had appeared one rather anaplastic 
carcinoma and two papillomas, one of which was becoming malignant. 
The other papilloma was composed largely of a sebaceous adenoma. 
This rare type of tumor consisted of single or of several small groups 
of typical large vacuolated sebaceous cells dispersed through a mass of 
hyperchromatic cells which were presumed to represent the undiffer- 
entiated precursors of the sebaceous cells. The fourth case of osteosis 
was that of 1 of 39 young Swiss female mice which had been painted 
on a moderately large area of the back three times a week for fourteen 
weeks with a 0.3 per cent solution of methylcholanthrene in benzene. 
This animal was killed at the end of the seventh month of the experiment, 
by which time cancer had already developed in 93 per cent of the mice 
in this experiment. An anaplastic carcinoma and a benign papilloma 
were present in three sections from different parts of the skin of this 
mouse, and the sebaceous glands showed some hyperplasia. 

In each of these 4 mice which were killed within two weeks after 
the macroscopic diagnosis of malignant growth, the heterotopic bone 
was in the dermis just beneath the epidermis and adjacent to a rather 
anaplastic carcinoma (fig. 1). Mast cells, which were occasionally 
seen in the dermis of mice in our experimental cancer series, were 
present in the vicinity of the heterotopic bone in each mouse but did not 
appear to be actively participating in its formation. Although poly- 
morphonuclear neutrophils were sometimes near the bone, the sur- 


4. Cramer, W., and Stowell, R. E.: The Early Stages of Carcinogenesis by 
20-Methylcholanthrene in the Skin of the Mouse: I. Experimental Technique and 
Macroscopic Changes, J. Nat. Cancer Inst. 2:369-378 (Feb.) 1942. 
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Fig. 1—Skin of a mouse showing heterotopic bone in the dermis with infiltrating 
tumor cells indicated by arrows (Bouin fixation; hematoxylin and eosin stain; 


x 110). 
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rounding tissue was not necrotic. The heterotopic bone, consisting in 


3 mice of numerous spicules up to 1 by 0.3 mm. in size, was largely 
localized to one or two areas of the skin. Some of the bony spicules 
were contiguous with hair follicles or with tumor cells. 








Fig. 2—Spicules of heterotopic bone with invading blood vessels (same field as 
shown in fig. 1; x 460). 


Different stages in the development of the bone were observed in 
serial sections of three of the specimens. Ossification was of the intra- 
membraneous rather than of the endochondral type. No cartilage was 
seen. Vascular invasion had already begun in some of the bony 
laminas, as shown in figure 2. Fibroblasts and osteoblasts were present 


— 
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surrounding the developing eosinophilic bone, and larger pieces con- 
tained distinct osteocytes in lacunas. The bone showed no evidences 
of malignant change. 

COMMENT 


Heterotopic bone formation should not be confused with such con- 
ditions as heterotopic cartilage or the deposition of calcium in tissues, 
which sometimes precede such production of bone. The occurrence 
of heterotopic bone in a wide variety of conditions has been discussed 
in man by Ewing ® and in domesticated animals by Feldman.® It has 
been observed in mice in tumors of the liver produced with azo dyes by 
Edwards and White,’ in transplanted tumors of the lung by Stewart * 
and in a rabbit in a calcified scar of a transplanted sarcoma which had 
regressed by Andrewes and Ahlstrom.? Shimkin and Mider *° found 
bone in fibrosarcomas produced in guinea pigs by the injection of 
methylcholanthrene. Menkin*? has reported areas of metaplastic 
ossification in the cartilage of rabbits’ ears into which exudative material 
had been injected. This exudate was obtained from rabbits with an 
acute inflammation in the pleural cavity induced by the injection of 
croton oil. Foulds’? observed formation of bone in subcutaneous 
transplants of a fowl carcinoma which had apparently arisen in the 
fallopian tube. 

Cutaneous osteosis is stated to arise usually in areas of inflammation 
or tissue degeneration or in epithelial tumors, but it may also occur 
without any previous lesion. In our cases of osteosis there was some 
evidence of inflammation, as indicated by polymorphonuclear neutrophil 
infiltration, but not of tissue necrosis. 


5. Ewing, J.: Neoplastic Diseases, ed. 4, Philadelphia, W. B. Saunders Com- 
pany, 1940, p. 221. 

6. Feldman, W. H.: Neoplasms of Domesticated Animals, Philadelphia, 
W. B. Saunders Company, 1932, p. 116. 

7. Edwards, J. E., and White, J.: Pathologic Changes, with Special Reference 
to Pigmentation and Classification of Hepatic Tumors in Rats Fed p-Dimethy] 
aminoazobenzene (Butter Yellow), J. Nat. Cancer Inst. 2:157-183 (Oct.) 1941. 

8. Stewart, H. L.: Personal communication to the authors. 

9. Andrewes, C. H., and Ahlstrom, C. G.: A Transplantable Sarcoma Occur- 
ring in a Rabbit Inoculated with Tar and Infectious Fibroma Virus, J. Path. & Bact 
47:87-99 (July) 1938. 

10. Shimkin, M. B., and Mider, G. B.: Induction of Tumors in Guinea Pigs 
with Subcutaneously Injected Methylcholanthrene, J. Nat. Cancer Inst. 1:707-725 
(April) 1941. 

11. Menkin, V.: Cellular Injury in Relation to Proliferative and Neoplastic 
Response, Cancer Research 1:548-556 (July) 1941. 

12. Foulds, L.: A Transplantable Carcinoma of a Domestic Fowl, with a Dis 
cussion of the Histogenesis of Mixed Tumours, J. Path. & Bact. 44:1-18 (Jan.) 
1937. 
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Cytologists '* consider the fibroblast capable of differentiation along 
several lines, including the transformation into osteogenic cells or osteo- 
blasts to produce bone whenever the conditions are favorable. As some 
of the factors tending to elicit the osteoblastic properties of fibroblasts, 
Ewing's textbook lists the following: (1) proximity to bone, (2) the 
presence of calcific deposits or (3) an active productive inflammation 

| (4) a special predisposition to calcification and ossification, possibly 


an 


connected with disturbance of calcium metabolism. Huggins ** and 
Abbott, Goodwin and Stephenson,’® who produced heterotopic bone by 
transplantation of the bladder, ureter and renal pelvis epithelium to 
certain parietal fascia, and Allen,’® who suggested that the bone in 


canine mammary tumors is of epithelial origin, have also discussed the 


oO 
s 


eneral incidence and causation of heterotopic bone formation. 

The possible action of the methylcholanthrene on the fibroblasts 
influencing their activity and differentiation into osteogenic cells may 
he significant in these mice. One mouse showed an unusual diversity 
of response of the tissues to the topical application of methylcholanthrene. 
Parts of the epidermis gave rise to several neoplasms of widely varying 
degrees of malignancy, while other parts showed only slight differ- 
entiation and thickening of the epidermis; the sebaceous glands gave 
rise to a sebaceous adenoma, and, lastly, the fibroblasts differentiated 
to produce bone in the dermis. 

Although malignant tumors from several hundred mice of this strain 
have been examined in our various experimental series ** in which the 
concentration of methylcholanthrene, its solvent, its frequency and 
method of application and the size of the painted area have been varied, 
osteosis has been observed in only 4+ mice in two experiments, of which 
3 belonged to one experimental series in which the application of the 
carcinogen differed materially from that usually used. Such small 
lesions might, however, easily be missed because they were omitted 
irom the plane of a microscopic section. The fact that in all of our 

13. Ham, A. W.: Cartilage and Bone, in Cowdry, E. V.: Special Cytology, 
New York, Paul B. Hoeber, Inc., 1938, vol. 2, p. 981. 

14. Huggins, C. B.: The Formation of Bone Under the Influence of Epithelium 
of the Urinary Tract, Arch. Surg. 22:377-408 (March) 1931. 

15. Abbott, A. C.; Goodwin, A. M., and Stephenson, E.: Heterotopic Bone 
Formation Produced by Epithelial Transplants from Urogenital Tract of Dogs, 
Rabbits, Guinea-Pigs and Cats, J. Urol. 40:294-311 (Aug.) 1938. 

16. Allen, A. C.: So-Called Mixed Tumors of the Mammary Gland of Dog 
ind Man, with Special Reference to the General Problem of Cartilage and Bone 
Formation, Arch. Path. 29:589-624 (May) 1940. 

17. Cramer, W., and Stowell, R. E.: The Early Stages of Carcinogenesis by 
<(-Methylcholanthrene in the Mouse’s Skin: II. Microscopic Tissue Changes, 
Nat. Cancer Inst. 2:279-402 (Feb.) 1942. 
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experiments we have taken several blocks for sectioning from the skin 
of each mouse might explain our finding such bone when other observers 
making fewer sections have failed. 

Several observations suggest that the fibroblast in the subcutaneous 
tissue of the mouse may be unusually susceptible to alterations eliciting 
its neoplastic potentialities. Many substances, including dextrose and 
buffered hydrochloric acid,‘* when injected subcutaneously into mice 
may produce sarcoma. Blum, Grady and Kirby-Smith *® found that in 
98 per cent of the mice exposed to ultraviolet irradiation sarcoma 
developed and that only 18 per cent of these also had carcinoma of the 
sars. In our various experiments, in 15 per cent of 327 mice painted 
with methylcholanthrene sarcoma developed under the exposed skin— 
usually in addition to one or more carcinomas. In two of our experi- 
ments of about 25 mice each, the incidence of sarcomas has been as 
high as 32 per cenit. 

It is perhaps significant that in the 4 mice with osteosis cancer did 
not develop until the seventh month after the first exposure to methyl- 
cholanthrene, while with our standard technic* malignant growth 
appeared in 100 per cent of the animals within six months. Since in 
70 per cent of the mice in one experiment and in 93 per cent of the 
mice in the other experiment cancer of the skin had already developed, 
these mice with osteosis were among the more resistant animals of each 
group. It is not possible at this time to evaluate the significance of such 
interesting aspects of this heterotopic formation of bone as (1) the role 
of methylcholanthrene, (2) the close relationship to an anaplastic 
carcinoma on the differentiation of fibroblasts into osteogenic cells, (3) 
the presence of mast cells near the bone and (4) the long latent period 
preceding the formation of the bone. 


SUMMARY 


Four cases are reported of osteosis of the skin adjacent to rather 
anaplastic carcinomas in Swiss mice which had been painted on a large 
area of the back with a 0.6 per cent solution of 20-methylcholanthrene 
in benzene. Only mild inflammatory changes were observed, and 
previous necrosis or calcification of tissues was absent. It is thought 
that the heterotopic bone was produced by the differentiation of fibro- 
blasts to osteogenic cells. 

References are given of reports and reviews of more than 40 cases 
of heterotopic formation of bone in the human skin. 


18. Suntzeff, V.; Babcock, R. S., and Loeb, L.: The Development of Sarcoma 
in Mice Following Long Continued Injections of a Buffered Solution of Hydro 
chloric Acid, Am. J. Cancer 39:56-60 (May) 1940. 

19. Blum, H. F.; Grady, H. G., and Kirby-Smith, J. S.: Personal communi 
cation to the authors. 








Clinical Notes 


PRECORDIAL OPPRESSION 


A Disconcerting Reaction Encountered in the Five Day 
Treatment of Syphilis 


AtFrep B. Fatk, M.D., anp HERBERT RATTNER, M.D., CHr1caco 


In their recent report on massive arsenotherapy of syphilis Prats, Varas and 


Haraszti1 recorded, among the incidental toxic effects that were encountered, 
precordial oppression in 2 cases. We, too, have recently noted 3 cases of this 


complaint. 

The reaction was first observed in a white man aged 36 with an eruption of 
secondary syphilis. At the end of the first day of treatment with 0.24 mg. of 
mapharsen his temperature rose to 101.2 F. Immediately after the withdrawal of 
the needle from the vein, the patient complained of a constricting pain in the chest, 
which was especially severe in the precordial area. The pulse rate was 64, the 
respirations were forced and rapid and the heart tones were diminished. Treatment 
with morphine sulfate and atropine sulfate given hypodermically afforded quick relief, 
and arsenotherapy was continued for the remaining four days of treatment without 
a recurrence of the trouble. 

The second patient was a 29 year old Negro with an eruption of secondary 
syphilis who experienced similar symptoms at the end of the second day of treat- 
ment. He complained, in addition, of severe tightness in the abdomen. His 
temperature was normal, pulse rate diminished and respirations rapid. He 
responded to treatment with atropine sulfate alone and was able to resume treat- 
ment with arsenic for the next three days without a recurrence of the symptoms. 

In the third case, that of a woman aged 26 who was receiving a second five day 
course of arsenotherapy because of a serologic relapse, there were similar symptoms, 
though relatively mild, on each of the first three days of treatment. The symptoms 
occurred during the course of intravenous infusion and quickly disappeared after an 
injection of atropine sulfate. She had not experienced these untoward symptoms 
during the first course of treatment, given four months previously, although she had 
been restless and fretful and had complained of pain in the arm and nausea through- 
out both courses of treatment. 

These 3 cases were the only ones in our series of 405 cases in which precordial 
oppression was noted. Unfortunately we were unable to obtain electrocardiographic 
studies. 

As Prats, Varas and Haraszti have emphasized, this is an incidental reaction 


but, nevertheless, one which gives considerable concern to the physician at the time. 


Geiger Field, Washington. 
25 East Washington Street. 

From the Cook County Hospital and the Department of Public Health, State 
of Illinois, R. R. Cross, M.D., Director, and Herman Soloway, M.D., Venereal 
Disease Control Officer; with the cooperation of the United States Public Health 
Service, 

1. Prats, F.; Varas, L., and Haraszti, E.: Massive Arsenotherapy of Syphilis 
by the Continuous Intravenous Drip Method: Preliminary Report on Two Hundred 
nd Seventy-One Patients Treated with an Arsenoxide Preparation, Arch. Dermat. 
& Syph. 45:885 (May) 1942. 
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AN IMPROVED LEAD SHIELD FOR TREATMENT 
OF MALIGNANT LESIONS ABOUT THE EYES 


EuGENE A. Hanp, M.D., Sacinaw, MIcH. 


Malignant lesions about the eyelids and the adjacent skin respond favorabj, 
to radiation therapy. The protection of the eyeball during these treatments ; 
most important. A lead eyecup has been used for this for a long time. Th 
technic for its use is as follows: 

The conjunctiva and cornea are anesthetized with a drop or so of a surfa 
anesthetic, such as 2 per cent pontocaine hydrochloride. The upper lid is the 
lifted and the eyecup shield inserted into the conjunctival cul-de-sac. The lower 
lid is raised and lifted over the lower rim of the eyecup. The eyecup is then 
firmly held in place both by the potential vacuum between the inner surface oj 
the eyecup and the convex outer surface of the eyeball and by the pressure of th 




















An improved lead shield for treatment of malignant lesions about the eyes. 


lids on the outer surface of the eyecup. The lesion to be treated is then irradiate 
after proper shielding of the normal tissues. The shield is then removed, com- 
pleting the treatment. 

On several occasions I have encountered difficulty in removing the shield 
after the treatment. This has been particularly true when the treatment has been 
long, allowing the surface anesthesia to wear off. The patient complained bitterly 


of the pain and discomfort incidental to disengaging the shield. On at least on 


occasion a distressing traumatic conjunctivitis developed that gave me as well 
as the patient a few worried hours. 

In search for a method to make the removal less painful the simple improve- 
ment described and illustrated was developed. 

A small hole was drilled through the eyecup to emerge through the concav 
side of the shield. This hole was the proper size to fit a small hypodermic need| 
shortened so as not to injure the conjunctiva or cornea. When the irradiation 
is completed this needle, connected to a syringe and short rubber tube, is inserted 
into this hole. Sterile water or saline solution is then injected between the eyecu| 
and the eyeball, releasing the potential vacuum and floating the shield off. In 
actual practice this has worked satisfactorily. 











HAILEY—DERMATITIS FROM SOAP 


DERMATITIS FROM SOAP ADHERENT TO A 
PLATINUM RING 


HucH Hartey, M.D., AtLranta, GA. 
Lieutenant, Junior Grade, Medical Corps, United States Naval Reserve 


C. R. H., a woman aged 25, presented an erythematosquamous dermatitis confined 
to the area of skin where a platinum ring was worn. The patient stated that on 
many occasions the ring had caused a limited rash. She would stop wearing it for 
three to ten days and wear it again for three days to two weeks before the eruption 


would return. Previously she had been told that the metal was the offender, though 


no patch test was made. 

The history indicated that the sensitivity might have resulted from exposure to 
substances adhering to the ring (notably soap). The patient was told not to wear 
the ring until the dermatitis had disappeared, which required six days. She was 
then instructed to refrain from wearing the ring while exposing her hands to soap 
and water but to wear it at all other times. After one month no eruption appeared. 
For another month she wore the ring during soap and water exposures, removing 
it immediately and returning it to the finger after thorough rinsing to remove any 


1 


bit of adhering soap. Still no eruption developed. As a test, she began her original 


habits of not removing the ring or rinsing it. Within eight days the eruption 


recurred. 
This case is considered one of sensitivity to soap and not to the ring, even though 
patch tests with two kinds of soap in dilutions of 1: 100 and 1: 10 were negative at 


the end of forty-eight hours. 


United States Naval Reserve Aviation Base. 





Abstracts from Current Literature 


EpItep BY Dr. HERBERT RATTNER 


ANTISYPHILITIC TREATMENT: MortTALity Stupies. RicHarp D. Haun, Am, J. 
Syph., Gonor. & Ven. Dis. 25:659 (Nov.) 1941. : 
During a twenty-seven year period there have been 22 deaths directly attrib- 

utable to trivalent arsenicals administered at the syphilis clinic of Johns Hopkins 
Hospital. The mortality rate was 1 in 1,250 treated patients, with 1 death to 
each 12,000 injections. There has been 1 death directly attributed to bismuth 
among 19,550 patients given 175,000 injections. There have been no fatalities 
from 17,000 injections of tryparsamide. The mortality rate for women treated 
during pregnancy was the same as for women treated when not pregnant. The 
mortality rate was lowest among patients with early syphilis and was twice as 
great for females as males. 

Acute yellow atrophy of the liver was the most frequent cause of death, account- 
ing for nearly 50 per cent of the fatalities. Fatal reactions due to dermatitis or 
blood dyscrasias were next in order of frequency. It is estimated that of the 
entire group of arsenical reactions one half might have been prevented by careful 
consideration of the patient’s general physical condition and appropriate modifica- 
tion of therapy, avoidance of technical errors and prompt cessation of treatment 
when signs of major intolerance appeared. 

The mortality rate of routine therapy administered to patients of all ages and 
degrees of debility is less than one-third that of massive dose arsenotherapy 
administered to a selected group of young adults with early syphilis. 


New Ais IN THE DIAGNOSIS OF LYMPHOGRANULOMA VENEREUM. C. RAKE, 
M. F. SHarrer, A. W. Grace, C. M. McKee and H. P. Jones, Am. J. Syph., 
Gonor. & Ven. Dis. 25:687 (Nov.) 1941. 

A new antigen prepared from virus-infected yolk sacs of the developing chicken 
embryo is described. The preparation is called lygranum. It appears to be 
superior to mouse brain antigen in sensitivity and specificity. Hypersensitivity to 
lygranum or lygranum control occurred in less than 1 per cent of cases. 

The complement fixation test has proved to be a test of considerable specificity, 
and there is reason to believe that it is more delicate than the Frei test in detecting 
borderline cases. 


LYMPHOGRANULOMA VENEREUM INTERCURRENT WITH OTHER VENEREAL DISs- 
EASES. M. F. SHAFFER, G. RAKE, A. W. Grave, C. M. McKEE and H. P. 
Jones, Am. J. Syph., Gonor. & Ven. Dis. 25:699 (Nov.) 1941. 


Application of the complement fixation test for lymphogranuloma venereum to 
a group of subjects suffering from venereal disease (in particular, syphilis) has 
revealed a high incidence of specific reactors even in the absence of clinical evi- 
dence of lymphogranuloma venereum. This finding confirms the observations of 
many other investigators with the Frei test but, because of the greater sensitivity 
of the fixation test over the intradermal test, points to an even higher incidence of 
latent infection with this disease than had been suspected previously. 


SYPHILIS CASE-FINDING PROGRAM IN NEGRO COLLEGES. P. B. Cornety, Am. ] 
Syph., Gonor. & Ven. Dis. 25:713 (Nov.) 1941. 


Fifty-five per cent of the colleges for Negroes in this study reported the inclu- 
sion of a blood test in the entrance health examination. This is from eight t 
ten times the ratio reported for colleges for white persons. Tests of 24,347 students 
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period of five years showed positive serologic reactions in 4.2 per cent. 
from ten to twenty times higher than the incidence in colleges for white 

The rate for men students is about 20 per cent higher than that for 
A sizable group of colleges do not provide facilities for the treat- 


over 

This is 
perso! S. 
female students. 


ment of their students, and in a number individual charges for treatment are made. 


TRANSFER OF BISMUTH INTO THE FETAL CIRCULATION AFTER MATERNAL 
ADMINISTRATION OF SoBISMINOL. H. E. THompson, L. T. STEADMAN and 
W. T. PoMMERENKE, Am. J. Syph., Gonor. & Ven. Dis. 25:725 (Nov.) 1941. 


THI 


After oral administration of sobisminol mass there is a prompt appearance of 
bismuth in the maternal and fetal blood streams and in the placenta and umbilical 
cord. A spectrochemical procedure was developed to measure amounts of bismuth 
in small samples of biologic material. 

“On the basis of the rapid transfer of bismuth to the fetal circulation after 
treatment with sobisminol mass, this drug might well receive consideration as a 
prenatal therapeutic preparation.” REUTER, Milwaukee. 


STUDIES ON THE HISTAMINE-CONTENT OF THE BLOOD AND TISSUES OF THE RABBIT 
Durinc ANAPHYLACTIC SHOCK. BRAM Rose, J. Immunol. 42:161 (Oct.) 1941. 


In the early studies on the properties of histamine, Dale and Laidlaw (1910) 
noted a decided similarity between the symptoms produced by this substance and 
those of anaphylactic shock, and in 1929 Dale proposed the theory that histamine 
might be the chemical mediator elaborated during anaphylaxis and therefore 
responsible for the production of symptoms. It was subsequently shown that his- 
tamine is liberated during anaphylactic shock in the guinea pig and in the dog. 
It was noted, however, that the histamine content of the blood of the horse and 
the calf diminished during anaphylaxis. In preliminary studies this was found to 
be true not only for the blood of the rabbit but also for the tissues. 

The author undertook the present studies to investigate further the fate of 
histamine during anaphylactic shock in the rabbit. He found that during acute 
anaphylactic shock in the rabbit there occur a decided decrease in the histamine 
content of the blood, a lesser decrease in the histamine content of the plasma and 
a leukopenia. There does not appear to be any correlation between these changes 
and the symptoms of anaphylaxis. There is a decrease in the histamine content 
of the lung and spleen of the rabbit following the production of anaphylactic shock. 
In nonsensitized rabbits there is little or no change in the histamine content of 
the blood following the intravenous injection of horse serum. <A leukopenia may 
occur. When egg albumin is injected intravenously, however, a decrease in both 
the histamine content of the blood and the white blood cell count occurs. Histamine 
shock in the rabbit is characterized by a moderate decrease in the histamine con- 
tent of the blood and a decided increase in the histamine content of the plasma. 
A moderate leukopenia also occurs. These changes then differ from those which 
occur in anaphylactic shock in this species. By superimposing anaphylaxis on 
histamine shock in the rabbit, it may be shown that not only is the histamine 
content of the blood diminished but also there is some mechanism ‘for the removal 
of large amounts of histamine from the plasma. It is also shown that a sudden 
increase in the histamine content of the plasma may occur under these circumstances. 


THe ArtHUs PHENOMENON IN THE Rat. Harorp B. Kenton, J. Infect. Dis. 

69:238 (Nov.-Dec.) 1941. 

Although numerous papers have been written concerning the Arthus phe- 
nomenon in other animals, the results of casual attempts to produce this reaction 
in the skin of the white rat have usually been referred to in the literature in 
the course of other observations. The author’s investigation attempted to correlate 
the cutaneous reaction (Arthus phenomenon) in the white rat with the state of 
immunity or titer of circulating antibody. His results show that the rat responds 

repeated antigenic stimuli with only slight antibody production. It was not 
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possible to demonstrate the Arthus phenomenon in the skin of actively immunized 
rats. When large amounts of a potent immune serum were administered to rats 
by passive transfer, the Arthus phenomenon occurred regularly on injection of the 
specific antigen. The author believes that his observations indicate that the tissues 
of the rat will respond with typical local inflammatory reactions whenever antigen 
and antibody are present in sufficient concentration. 


VitaAMIN A DEFICIENCY AND INTESTINAL PERMEABILITY TO BACTERIA AND Toxiy. 
WALTER A. STRYKER and MarTtHa JAnortA, J. Infect. Dis. 69:243 (Nov.-Dec.) 
1941. 


Resistance of the body to an infection from external sources depends chiefly on 
two factors: (1) the ability of the body to prevent the entrance of the infecting 
agent, and (2) the ability of the body to combat the agent after entrance. Entrancé 
of the pathogens into the body through the natural tissue barriers can be made 
either through anatomic breaks in the barrier or through a barrier anatomically 
intact but physiologically altered. Among the many substances which may be 
concerned with the protection of the body against either of these methods of 
entrance are the vitamins. The authors studied the permeability of the intestinal 
wall in rats deficient in vitamin A and in control animals and found, by using 
Salmonella enteritidis and toxin of Clostridium botulinum as test substances, that 
there were no noteworthy differences between the two groups of rats. 


THE AGGLUTINATION REACTION IN TULAREMIA. JOHN C. RANSMEIER and C. 
Leroy Ewrne, J. Infect. Dis. 69:193 (Nov.-Dec.) 1941. 


The masterly study of the agglutination reaction in tularemia published by 
Francis and Evans in 1926 was so complete that little has been added to it. 
Accumulating data have confirmed the findings of these authors, and the test is 
now widely accepted as one of the most reliable of biologic laboratory procedure. 

Experience with this test is summarized by the authors. Agglutination titers 
are reported in 87 nonfatal cases of tularemia, in 10 previously unpublished fatal 
cases which occurred in Baltimore and in 35 fatal cases collected from the litera- 
ture. The authors compared the development of agglutinins in fatal and in non- 
fatal cases and the persistence of agglutinins in the blood for years after recovery 
from tularemia. They found that a high percentage of the serums of 24 persons 
who had handled rabbits in the Baltimore market for long periods contained 
agglutinins for Bacterium tularense. None agglutinated Brucella abortus. Cross 
agglutination in tularemia and undulant fever serums was considered. Variation 
in turbidity of antigen was found to exert some effect on the end titer of Bact. 


pone Ae: 2 : sc : ay: 
tularense and Br. abortus antiserums. CornsieEt, Chicago. 


A CASE OF PYODERMITE VEGETANTE (HALLOPEAU). W. W. GotpsmirH, Brit. J. 

Dermat. 53:299 (Nov.) 1941. 

A case is described in which three attacks occurred over a period of eight 
years of a disease closely resembling Hallopeau’s pyodermite vegétante, which 
is not pyococcic in origin but which is probably closely related to pemphigus 
vegetans. The attacks were accompanied by gastrointestinal symptoms and head- 
aches. The lesions involved the skin and mucous membranes in the sites com- 
monly affected by pemphigus vegetans. It yielded temporarily to injections of 
sodium arsenate and germanin. The histologic picture resembled that of pemphigus 
vegetans. Bacteriologic investigations showed no abnormalities. 


THE INFLUENCE OF TIME, PLACE AND CONTEMPORARY HISTORY ON DERMATO- 
LOGICAL Practice. Twiston Davies, Brit. J. Dermat. 53:319 (Nov.) 1941. 


A comparison is made of the incidence of certain dermatoses in Brighton, 
England, before the war and at the present time. Since the onset of the war, 
there has been an increase in atopic eczema, urticaria, seborrheic eczema, warts 
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animal parasitic diseases, and a decrease has been noted in the incidence of 
-ontact dermatitis, dermatitis medicamentosa and epithelioma. An_ interesting 


feature is that there has been no increase during the war years of lichen planus, 


neurodermatitis, pruritus ani et vulvae or alopecia areata. 
GrowTH OF EPITHELIOMA IN TEGUMENTARY TissvuEs: III. THe HEALING 
or CUTANEOUS WouNDS; REGENERATION. H. Lestre-Roserts, Brit. J. Dermat. 
53:333 (Dec.) 1941. 
[The following conclusions are reached in the problems of growth and 
regene ration: 
|. The primary closing of the mechanical gap, or dead space, by epithelial 
extension does not arise from mitotic division of the basal cell nuclei. 
2. Healing of the wound depends essentially on the interaction of the various 
ssures exerted within and on it. 
3. Readjustment is effected by fixation of the cuticle and injured rete cells, 
ollowed by desiccation of the fixed tissues and increased pressure over the feeding 
pillaries, thereby setting up a condition of ischemia, which is one of the essential 


factors in growth and regeneration. 


ORGANIZED TREATMENT FOR ScasiEs. G. H. Percivat, Brit. J]. Dermat. 53:346 

(Dec.) 1941. 

The increased incidence of scabies among the civilian population in England 
since the onset of the war focuses attention on the fact that the present manage- 
ment of this disease presents many deficiencies. In order to cope with the situation 
adequate treatment centers are needed. These centers should be conveniently 
situated, with adequate facilities on the premises for bathing, treatment, waiting, 
laundry and disinfecting; there should be disinfecting officers to visit homes and 
bring bedding to this center to be dealt with, and above all there would be required 
trained nurses to supervise treatment and a clerical staff to check all details. In 
such centers new suggestions for treatment could be properly assessed and com- 


pared with other methods. 


HyproceEN Ion CONCENTRATION IN THERAPEUTIC Bases. Racpuo G. Harry, 

Brit. J. Dermat. 54:1 (Jan.) 1942. 

Important factors in formulating ointment and cream bases are: (1) the degree 
of cutaneous penetration desired and the choice of a suitable emollient; (2) the 
fu of the fluids bathing the surface of the normal healthy intact human skin; 
(3) the pu of the ultimate base after physical admixture of the normal (and 
abnormal) secretions of the diseased skin and ointment vehicle; (4) preservation 
against micro-organisms within the vehicle, and (5) protection against rancidity. 


The creams and lotions should be formulated so as to provide a minimum of 


1 
interference with the normal physical and chemical functions of the skin except 


so far as may be necessary to correct certain pathologic conditions. An appendix 
is listed giving the formulas for the manufacture of numerous dermatologic creams 


together with their pu. 


DERMATITIS BULLOSA STRIATA PRATENSIS. AGRIMONY DERMATITIS. WILLIAM 

James O'Donovan, Brit. J. Dermat. 54:39 (Feb.) 1942. 

Cases of dermatitis bullosa striata pratensis due to the weed Agrimonia 
eupatoria are reported. All the clinical characteristics of acuteness, production of 
linear markings and linear blisters and the artificial bizarre appearance of the 
eruption have been maintained in these cases as in previous records. 
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GRENz Ray THERAPY IN DERMATOLOGY. CHARLES RyAN, Brit. J. Dermat. 54:47 
(Feb.) 1942. 

From experience with a series of 100 patients treated with grenz rays, the 
author concludes that these rays have an important place in dermatologic therapy. 
He states that they are the best treatment for naevus flammeus, warts, infective 
superficial inflammations and poikiloderma vasculare. Grenz ray treatment failed 
in the treatment of squamous cell carcinoma, moles and telangiectases. 


OccuPATIONAL DERMATITIS FOLLOWING EXPOSURE TO INORGANIC SELENIUM Com- 
POUNDS. P. PRINGLE, Brit. J. Dermat. 54:54 (Feb.) 1942. 


Cases of dermatitis following exposure to selenious acid and selenium dioxide 
are reported, and the treatment is described. With adequate protection, the absorp- 
tion of selenium into the body is apparently negligible. No symptoms of selenosis 
have been observed. No case of dermatitis due to contact with metallic or 
amorphous selenium has been observed. 


BULLAE AND PARESTHESIA WITH ABSENT PATELLAR AND ACHILLES REFLEXES. 
F. Parkes WEBER, Brit. J. Dermat. 54:69 (March) 1942. 


The case is described of a married woman aged 55 who complained of numbness 
and paresthesias in the lower limbs together with the appearance of bullae on the 
lower limbs. The patellar and achilles tendon reflexes were completely absent on 
both sides. The patient responded to treatment consisting of rest in bed, adminis- 
tration of vitamins Bi and C and injections of liver extract. 


BLUEFARB, Chicago. 


PSEUDOLEPROSY OF RosBLes: Its PRESENCE IN Mexico. Luis Mazzotti, Medicina, 
México 21:103 (March 10) 1941. 


The author reviews the history and symptomatology of this condition and 
reports 6 cases observed in Mexico. It was first described by Rodolfo Robles in 
1927, and a report published by him in 1938 covered 150 cases. 

The disease is characterized by a chronic solid edema of the feet. It begins 
with an erythematous macule 1 inch (2.5 cm.) in diameter on the lower third of 
a leg; later a similar lesion appears on the other ankle. These lesions remain 
unchanged for two or three years. Both of them are followed by an inguinal 
adenitis which never suppurates. The disease progresses with attacks of fever 
of a few days’ duration, followed by an increase in the size of the feet. The 
frequency of these febrile attacks decreases in six to seven years. The feet 
present many fissures and hyperkeratosis. Roentgenologic examinations show no 
changes in the bones. It was noticed that the towns in which cases were encoun- 
tered were all situated between 1,000 and 1,700 meters of altitude. The disease is 
believed to be contagious, though members of the same family are seidom affected. 
It usually starts in patients between 6 and 20 years of age and persists almost 
indefinitely. Repeated laboratory investigations by different authorities, including 
Brumpt and Noguchi, failed to demonstrate any organism in the blood, tissue or 
lymph nodes. Microscopic examinations show hyperplasia of connective tissue 
and, in a slighter degree, of the elastic tissues. 

In the differential diagnosis of this disease, leprosy, “mossy foot,” filiariasis 
and madura foot have to be considered. Treatment seems to have little effect. 
Radiotherapy, potassium iodide ,and neoarsphenamine have been tried without 
success. 


CANCER OF NITRATE WorkKeERS. Luis PruNnés, Rev. argent. de dermat. 23:373, 
1939. 
This condition was first described by the author in 1923. It was observed in 
patients working in the nitrate fields. The condition consists of several localized 
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hyperkeratotic lesions, chiefly on the palms and soles, which many years later may 
become malignant. The disease was noticed in patients coming from the province 
of Tarapaca, in the north of Chile. It was not seen either in factories or in 
harbors of this region. In other nitrate regions it was not observed. 

In most of the instances the condition started about one year after the patient 
started to work in the fields. Malignant changes usually appear twelve to fifteen 
and even thirty years later. They may develop even years after the patient has 
abandoned work in the nitrate fields. 

The benign form starts with thickening of the skin of the palms and soles. 
This is probably due to the continuous chemical irritation of the nitrate earth. 
Later each area of hyperkeratosis becomes raised, sharply defined and about % 
inch (1.3 cm.) in diameter. When they are larger they are painful to pressure. 
The precancerous stage is followed by malignant degeneration, which may be 
ulcerating, destructive and painful. Histologically, in 5 cases the lesions were 
basal cell, in 4 prickle cell, in 1 mixed and in 1 pigmented basal cell. 


ELIMINATION OF HANSEN BACILLUS IN SCALES OF “NoRMAL” SKIN. Paso Bosg, 
Rev. argent. de dermat. 23:626, 1939. 


The study of the “normal” skin of lepers is of great value in prophylaxis. 
The normal secretions of the body—urine, tears and stool—may, though rarely, 
contain the bacillus. Cesare failed to find the organism on the surface of the skin. 
The author’s observation did not correspond with those of this investigator. In 
some instances scrapings from the inner aspect of the thighs showed large numbers 


of organisms. CaNizares, New York. 


AcNE-LIKE ErupTIONS CAUSED BY INDUSTRIAL Fats AND O1s: I. FOLLICULITIS 
Propucep By SoyA Om. Y. NAKAucHI, Jap. J. Dermat. & Urol. 48:1 
(July 20) 1940. 

Among 60 cases of acne-like eruptions due to fats and oils which the author 
observed during 1939 in industrial workers, in 19 the cause was contact with a 
mixture of soya oil and petroleum. The eruption appeared within four to twenty 
months after beginning of the occupation and consisted of comedos, papules, pus- 
tules, atheromas and subcutaneous abscesses. The favorite locations were the 
extensor surfaces of the extremities, the nape of the neck, the breast and the back. 

Histologic examination revealed dilatation of the hair follicles, hypertrophy of 
their walls and a surrounding cell infiltration. The ostiums of the follicles and 
the sweat ducts were hyperkeratotic and were probably the causative factors of 
epithelial cysts containing horny material. In this material large refractile bodies 
were sometimes seen, which were probably drops of soya oil. While the coil 
portion of the sweat gland sometimes showed hypertrophy, this was never seen in 
the sebaceous glands. 

In most cases a patch test with soya oil elicited a positive reaction, in contrast 
to results in control cases. The affected workers had to discontinue their occu- 
pation entirely, for further contact with this agent produced a progressive exacer- 
bation in the eruption. 


SENSITIZATION EXPERIMENTS WITH ANTIPYRINE. S. AostMa, Jap. J. Dermat. & 
Urol. 48:2 (July 20) 1940. 
The author succeeded in sensitizing the skin of guinea pigs to antipyrine only 
when using this drug in a mixture with serum or blood. The exanthem produced 
in some people by antipyrine is, according to the author, an allergic phenomenon. 


LympH Space ENDOTHELIOMA OF THE SKIN. K. Kitamura, Y. Horicuti and 
S. Kaneko, Jap. J. Dermat. & Urol. 48:3 (July 20) 1940. 


A man aged 41 had in the course of years two hen’s egg-sized firm nodes in 
the right axilla, which were followed by numerous small nodules in the skin 
extending from the right axilla to the right mamilla. The right upper and the 
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left lower eyelid each showed a bean-sized firm nodule, and several such nodules 
were felt in the cubital regions and in the left inguinal region. On the basis of 
histologic observations the authors made the diagnosis of lymph space endothelioma. 
The tumor cells which were scattered diffusely in the upper part of the cutis 
and were arranged in chains between the collagen bundles in the lower part of 
the cutis were not connected with the epidermal cells or with the blood or lymph 
vessels. The individual tumor cell was polygonal, occasionally irregularly quad- 
rangular and sharply contoured. The oval nuclei, each containing a nucleolus, 
were situated excentrically. 


Tue Loca, Leukocyte CouNT IN DIFFERENT DeRMATOSES. Y. HoriGuti, Jap. 
J. Dermat. & Urol. 48:83 (Oct. 20) 1940. 


In order to evaluate objectively the leukocyte count the author first determined 
in normal persons for each kind of leukocyte the “physiologic variation” in the 
number of cells and the local difference between that from the ear lobe and any 
other part of the body. He investigated from this point of view 133 cases of 
different dermatoses, comparing the white cell count of blood from the lesion 
itself with that of blood from the ear lobe. An increase or diminution of any 
kind of white cell in the blood from the lesion or in that from the ear lobe was 
assumed only when its value differed from that of the physiologic variation. In 
about 15 to 40 per cent of the cases the author found in the local and general 
blood an abnormal increase predominantly in four kinds of cells: eosinophils, 
metamyelocytes, stab forms and monocytes. When the local blood was compared 
with that from the ear lobe there was an increase in lymphocytes and monocytes 
and a decrease in the stab and segmented forms in about 20 to 30 per cent of the 
cases. The lymphocytes were found increased in number in the local blood only 
when compared with that from the ear lobe, while the monocytes showed an 
absolute increase in the local as well as in the general blood. 


AcNE-LIKE Eruptions CAusep BY INDUSTRIAL Fats AND OQOirs: II. THE 
So-CALLED PERNA DISEASE AND Its PATHOGENESIS. Y. NAKAUCHI, Jap. J. 
Dermat. & Urol. 48:87 (Oct. 20) 1940. 


Perna disease, which was frequently observed during the first world war, 
consists of milium-like and acne-like lesions, pustules, atheromas and subcutaneous 
abscesses and is located mainly on the exposed parts of the body. While originally 
this eruption was produced by perchloronaphthalene (CiCls), the author has 
observed 2 cases in which it was due to trichloronaphthalene (CioHsCls) or tetra- 
chloronaphthalene (CiHsCl,), which are mainly employed in the electrotechnical 
industries as substitutes for wax. Both patients were employed in a condenser 
factory, and the eruption developed a few months after they started working there. 
Histologic examination of the acne-like lesions and follicular cysts showed in the 
hyperkeratotic wall or in the neighborhood of the cyst within giant cells fine 
brownish granules which consisted, according to the author, of sublimated trichloro- 
naphthalene. The author was able to produce a similar eruption in the rabbit 
within one and a half months by exposing the inner aspect of the ear to trichloro- 
naphthalene gas. Microscopic examination revealed also the fine brownish 
amorphous granules. The author believes that these granules penetrate into the 
hair follicles and by irritation of the follicular epithelium produce thickening of 
the horny layer, comedo-like keratoses, which lead in human beings to follicular 
cysts. The subcutaneous abscess is primarily of chemical nature; secondary 
infection by banal cocci and bacilli may occur later. The sebaceous glands are 
unchanged or enlarged during the stage of follicular keratinization, but in a later 
stage of the comedo formation the glands atrophy or disappear entirely. When a 
part of the follicular epithelium of a cystically dilated hair follicle bursts, a 
granuloma is formed the center of which is soft. 3L00m, New York. 
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Kaposi’s Sarcoma. Presented by Dr. E. F. Corson and Dr. FRANK C. KNOWLES. 

T. L., a white youth aged 17, well nourished, six years ago had a severe poison 
ivy dermatitis on the right leg. Thereafter he received an injection of rhus 
antigen each spring. In November 1939 he visited the dermatologic clinic and 
exhibited numerous nodules on the right leg between the ankle and the knee. 
He received intensive therapy in the department of radiology. After subsidence 
of the resulting radiodermatitis, the nodules were found to have persisted to some 
extent, and surgical treatment was undertaken. At present the skin shows pig- 
mentation from roentgen therapy and scarring from excision and skin grafting. 
The Wassermann and Kahn reactions of the blood were negative. A blood count 
showed 6,600,000 erythrocytes and 9,850 leukocytes. There was 95 per cent hemo- 
globin, and the color index was 0.71. Histologic examination of the skin showed 
a picture typical of Kaposi's sarcoma. 


DISCUSSION 


Dr. Frep D. WeIpMAN: I disagree with the diagnosis. I do not know just 
what the eruption is. The sections do not show the histologic structure of 
Kaposi’s sarcoma, but of course the specimen may have been taken from a_non- 
distinctive, nonactive part of the lesion. If the specimen was taken from a more 
characteristic part, as, for example, the lower edge, I should say the changes 
observed are of the order of early keloid or highly vascular keloid. In the sections 
there is a general stroma of fibroblasts which is traversed by capillaries. It is the 
purplish color in certain parts that I dare say has stimulated the idea of Kaposi's 
sarcoma. The reaction is that of scar tissue in an early stage. 

Dr. HERMAN BEERMAN: We are seeing this patient at a disadvantage, because 
he has had skin grafting, but the point not brought out in the history is that this 
boy’s histologic sections were sent to Dr. Ewing, who made a histologic diagnosis 
of Kaposi’s sarcoma—I think more by exclusion than for any other reason. 

Dr. FRANK C. KNowLEsS: You are all under a disadvantage tonight, because 
this eruption clinically was undoubtedly Kaposi’s sarcoma, but many things have 
happened to the lesions. A great many roentgen ray treatments have been given; 
the tissue was curetted by a surgeon to remove all the growth that could be 
removed, and in addition, after that procedure, skin grafting was done. The 
lesions along the edges at present seem to be a recrudescence of the original 
process, but clinically it would be practically impossible for any one to make a 
diagnosis now. There are certain features which are rather interesting, I think: 
the age of the patient and the fact that the lesions are bilateral and apparently 
represent a more malignant process than is seen in most cases of this disease. 

Dr. E. F. Corson: One of the disappointments of this case was the poor 
response to roentgen treatment. We have had some middle-aged patients with 
this disease who did well with roentgen therapy. This boy had intensive treat- 
ment followed by a dermatitis which caused thickening, pigmentation, exfoliation 
and some ulceration. When six or eight months had passed and the reaction 


) 
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had quieted, the nodules of the original disease were still present. Dr. Knowles 
saw another patient this afternoon, a 15 year old girl, with the same disease; so 
this boy of 17 and the girl of 15 exhibit the same thing at an unusual age. 


A Case for Diagnosis (Edema of the Legs). Presented by Dr. Davis T: 
Hunt (by invitation) and Dr. THomMAs BuTTERWoRTH, Reading, Pa. 


M. K., a white youth aged 19, a truck driver, has a scant amount of subcu- 
taneous fat of the head, neck, upper extremities and trunk. There is pitting edema 
extending from the feet to the waist. He states that he was well proportioned 
until the age of about 6 years, but since then the lower extremities have been 
better developed than the upper part of the body. His present trouble began 
three or four years ago with swelling of the feet and ankles, which has extended 
upward to the waist. In spite of the swelling he has been able to drive a truck 
and attend night school. A physician in another city made a diagnosis of heart 
disease and prescribed digitalis, salyrgan and ammonium chloride, with a certain 
degree of relief of the edema. There is no dyspnea. The diet appears to have 
been abundant and varied. There is persistent tachycardia but no cardiac murmurs. 
A dextrose tolerance test gave a normal curve. The basal metabolic rate was 
plus 21 per cent. A roentgenogram of the head showed the sella turcica to have 
an anteroposterior measurement of 10 mm. and a depth of 7 mm. The pineal body 
could not be identified; the bones of the skull and face showed nothing abnormal. 
The paranasal sinuses were well developed. The patient had several infected teeth. 
An electrocardiogram was normal, as was a roentgenogram of the chest. There 
was no enlargement of the heart. The Wassermann and Kahn reactions of the 
blood were negative. Urinalysis repeatedly showed no abnormalities. 


DISCUSSION 


Dr. SIGMUND S. GREENBAUM: There are three possibilities that must be con- 
sidered : first, trophedema or Milroy-Meige hereditary edema; second, a nutritional 
edema; third, a form of pseudoelephantiasis. My feeling is that this patient has 


the first of the three conditions that I have mentioned. 
Dr. Frep D. WEIDMAN: My opinion is the same as Dr. Greenbaum’s. 


Dr. Morris Markowitz: Against that diagnosis is the fact that there is 
pitting on pressure here; in Milroy’s disease, in 9 cases out of 10, there is no 
pitting. 

Dr. THomMas ButTTeERWORTH, Reading, Pa.: I should like to ask what the 
members think of the +21 per cent metabolic rate and the tachycardia. That is 
all the evidence of thyroid dysfunction so far. When I first saw the patient, I 
thought of some kind of polyglandular disturbance and lastly of a possible lipo- 
dystrophy. The boy is much more intelligent than his command of English would 
indicate, and he says he noticed that some years ago the lower part of his body 
began to be developed out of proportion to the upper part. For instance, the shirt 
he has on tonight is the same one he had when he was in Germany over six years 
ago, and he is still wearing the same-sized collar, although he has had to make 
some alteration in sleeve length. He bought a watch in Germany, and he says 
he can still wear the wrist band the same size. The subcutaneous fat of the 
upper part of the body seems to have almost disappeared, and I am not convinced 
that the condition is wholly one of enlargement of the legs and _ thighs; 
I think he has more subcutaneous fat in that part of the body. I spent some time 
looking up the literature on lipodystrophy but did not find any reference to edema 
as a manifestation. As far as nutritional edema is concerned, I checked the diet 
and had a dietitian review it, who stated that it is within the average American 
limits. Of course I questioned him about attacks of cellulitis, because even with 
cellulitis there is sometimes remarkable symmetry. If one follows patients with 
this type of condition for a time, it is sometimes noted that at one time the attack 
is on the right leg and the next time on the left. 
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A Case for Diagnosis. Presented by Dr. Joun B. Lupy. 


J. L., a white woman aged 47, exhibits flat, clearly defined, rounded, brownish 
lesions. The irritation of rubbing causes tumescence. Two years ago a lesion 
began on the right forearm and attained the size of a silver dollar. It was reddish 
at first but later became brownish, as at present. One dime-sized lesion of similar 
type appeared on the left hand. When the menstrual period is missed (as occa- 
sionally happens) a violent headache occurs and the gums become sore. Two days 
later swelling of these lesions and accompanying redness are noticed. If the 
menstruation is normal the lesions are unaffected. There was no history of drug 
ingestion or of obtaining phenolphthalein from another source. The Wassermann 
reaction of the blood was negative. A blood count revealed 5,400,000 erythrocytes, 
9000 leukocytes, a normal differential count and no eosinophilia. There was 
100 per cent hemoglobin. Urinalysis showed increased hematoporphyrin. 


DISCUSSION 

Dr. Frank C. Know es: If there were more lesions, I think one would have 
to consider the possibility of phenolphthalein eruption. The color of the lesions 
is almost typical of those in a person who has been taking that drug. 

Dr. THoMAS BuTTERWORTH, Reading, Pa.: Was there a therapeutic test with 
acetophenetidin or phenolphthalein ? 

Dr. E. F. Corson: No. 

Dr. J. M. ScuHitpKrAvuT, Trenton, N. J.: It seems to me that the color is 
brown rather than bluish and infiltrates the skin. I suggest the possibility of 
granuloma annulare. 

Dr. SIGMUND S. GREENBAUM: I consider this disorder a fixed eruption. The 
sparsity of the lesions does not exclude that at all. I recall seeing a woman with 
the remains of a fixed eruption consisting only of perioral pigmentation. My other 
reason for considering this a fixed eruption is what the patient tells us herself: 
Three weeks ago the whole area around the spot became red, and that is typical 
of a fixed eruption which has been excited by the ingestion of one of the drugs 
which produce fixed eruption. 

Dr. Frep D. WeIpMAN: I managed to get a history of headaches from her, 
and she told me that she takes “little pills” for them. I could not get any informa- 
tion on the matter of sequence—whether she took the medicine before the eruption 
or not. I think a biopsy should be done to see if the condition may be annular 
lichen planus. 
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Tattooing with Mercury Sulfide for Intractable Anogenital Pruritus. 
Motion picture presentation by Dr. Rosert Turewt (by invitation). 


A woman aged 74 had had anogenital pruritus for twenty-four years. She 
failed to respond to local measures, irradiation and an anorectal operation. The 
anogenital region was tattooed with my simple pneumatic reciprocating pistol, 
according to the following technic: Tattooing was begun with the patient under 
local anesthesia at the anal verge and was carried cephalad to the pectinate line 
in order to treat the entire anal canal adequately and to avoid staining of the 
anal tube with the chemical coming from the perianal region. The perianal region 
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was then tattooed radially to the anal orifice beginning about 1 cm. beyond the 
area of pruritus. The skin was held taut in order to facilitate the penetration of 
the needles and the chemical. The patient was followed periodically for fifteen 
months. This afforded an opportunity to observe the various stages of cutaneous 
changes following tattooing. After four weeks there were apparent reepitheliza- 
tion and a red-stained but normal-appearing perianal and perineal skin. 

Histologic examination immediately after tattooing showed discernible heavy 
deposits of mercury sulfide in the upper part of the corium and some in the epi- 
thelium. Three months later the chemical was distributed in the corium as small 
clumps which had a slight but definite tendency to reach the deeper portion of 
the corium. There was no evidence of irritation or of a foreign body giant cell 
reaction in the skin, such as that observed after the intracutaneous introduction of 
other foreign substances. 

DISCUSSION 

Dr. VAN ALSTYNE H. CoRNELL: What is the modus operandi of this treatment? 

Dr. Ropert TureLL (by invitation): There is an apparent degeneration or 
functional impairment of the cutaneous sensory terminals which results in an 
alteration in the capacity of the neural system to respond to adequate stimuli. 
Furthermore, a change in the cutaneous threshold of sensation is produced which 
is apparently proportional to the quantitative intracutaneous deposit of mercury 
sulfide. The mechanical trauma alone as produced by the tattooing machine with- 
out the use of mercury sulfide is ineffective in controlling anal pruritus permanently. 

Dr. ARTHUR SAYER: Does mercury sulfide have an antiseptic effect? 

Dr. Ropert TURELL (by invitation): Cattani (Cattani, P.: Das Tatowieren. 
Ein Monograph, Basel, Switzerland, Benno Schwabe & Co., 1922), who first intro- 
duced tattooing with mercury sulfide for the treatment of chronic localized cutane- 
ous lesions, believed that mercury sulfide has an antiseptic value when introduced 
into the corium. However, convincing proof for this contention is ‘still lacking. 
Dchi (Dohi, S.: Tatowierung und Syphilis, Arch. f. Dermat. u. Syph. 96:3 [May] 
1909) questioned the therapeutic value of mercury sulfide for infections other than 
syphilis. 

Dr. FRANK E. Cross: Have other chemicals been employed? 

Dr. Ropert TURELL (by invitation): A host of other drugs, including some of 
the sulfanilamide compounds, have been employed without benefit. 

Dr. ApotpH RosTENBERG: Is tattooing a safe procedure? Is it an office or 
hospital procedure? 

Dr. Ropert TURELL (by invitation): I have not encountered systemic toxic 
reactions thus far. In order to settle this point, the urines of 17 tattooed patients 
were examined daily beginning the day of tattooing and continuing for one month. 
No pathologic elements in the urine were discernible in this group, permitting the 
conclusion that renal irritation does not follow this procedure. A transient scaly 
dermatitis on the treated area has occurred in some patients. 

Tattooing may be an office procedure if performed fractionally. Using the 
tattooing pistol and following the technic described (Ann. Surg. 115:126 [Jan.] 
1942), one can complete this procedure in one sitting if it is undertaken in a 
hospital. 

Dr. Max B. Kampr: For how long a period have the patients been observed? 

Dr. Rosert TURELL (by invitation): Fifty patients have been followed for 
more than one year. 

Dr. WitttAM LEIFER: Have recurrences been encountered ? 

Dr. Ropert TURELL (by invitation): There have been “recurrences” due to 
skipped areas of incomplete tattooing, but they are the result of faulty technic 
and are not true recurrences. Retattooing is usually required. Recurrences may 
be due to anoperineal fissures or infection of the anal structures, such as the crypts 
of Morgagni or the preformed anal ducts. 
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Dr. CHARLES WoLF: What kind of anal itching is suitable for tattooing? 

Dr. Ropert TurELL (by invitation): Refractory anal itching is benefited by 
this procedure. Good results may be anticipated except in a patient who has had 
excessive irradiation to the perianal region and in one who has pernicious itching 
without perianal cutaneous changes. Systemic and dermatologic lesions are appro- 
priately treated and eliminated, if possible, before tattooing. 

Dr. CHARLES LERNER: Has sensitivity to mercury sulfide been encountered ? 

Dr. Ropert TuRELL (by invitation): I have performed patch tests using 2 to 
5 per cent ointment of ammoniated mercury in order to elicit evidence of cutaneous 
sensitivity to mercury. I believe that positive reactors should not be tattooed with 
mercury or its derivatives. 

Dr. Henry SitverR: What are the results in pruritus ani et vulvae? 

Dr. Ropert Turett (by invitation): I have successfully treated 9 patients 
with concomitant anal and vulval pruritus by merely tattooing the perianal and 
perineal regions. I reversed this therapeutic procedure in 1 patient; the vulva 
was tattooed first, and it had no effect on the anal itching. After twenty months 
the anal and perianal regions were tattooed, resulting in the disappearance of the 
anogenital pruritus. 

Dr. Paut Gross: Will Dr. Turell state his experience in the treatment of 
kraurosis vulvae by this method? 

Dr. Ropert TurELt (by invitation): Thus far I have treated 2 patients with 
primary nonulcerated leukoplakic kraurosis vulvae who refused vulvectomy and 
1 patient with recurrence of this lesion following four vulval operations. In the 
case of the last-mentioned patient the dermatologists, roentgenologists and gyne- 
cologists could not offer this patient any relief. Tattooing with mercury sulfide 
was tried, and the patient has remained free from pruritus for almost three years. 


Recklinghausen’s Disease with Dermatolysis. Presented by Dr. CHARLES 
PINES. 

M. T., a white woman aged 28, married, was first seen at the clinic of Bellevue 
Hospital on Nov. 25, 1941. In the past three months she has been suffering from 
persistent headaches. The cutaneous condition has persisted since birth. 

The father died of heart disease and the mother of pulmonary tuberculosis. 
One sister is alive and well. A brother suffers from the same condition as the 
patient. The past history is essentially irrelevant except for the usual childhood 
diseases. 

Scattered over the body are many discrete pigmented lesions and flat café au lait 
patches. There are also a number of soft elevations varying in size from that of 
a pea to that of a hazelnut and covered by normal skin. Several of these show 
the characteristic herniation. In the sacral region and on the right buttock there 
is an extensive mass of pigmented wrinkled flabby overhanging skin. The inner 
aspect of the right thigh is similarly involved. Several hard round nontender 
freely movable tumors are palpable beneath the skin; the largest is the size of 
an apple. 

Examination of the blood and urine showed no essential abnormalities. The 
Wassermann reaction was 4 plus. 

Roentgenograms of the skull and sella turcica showed no abnormalities. There 
was kyphoscoliosis of the dorsolumbar portion of the spine with osteoarthritis of 
the lumbar portion of the spine and the left sacroiliac joint. 

Histologic examination of a specimen showed typical neurofibroma. 


DISCUSSION 
Dr. Henry Sitver: Dermatolysis is considered by the French school as a 
separate entity in spite of its frequent association with Recklinghausen’s disease. 


lwo forms of dermatolysis are differentiated: the localized and the generalized. 
lhe condition in the case presented belongs to the localized hypertrophic type. 
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The characteristic laxity of the skin and subcutaneous tissue, the voluminous 
inelastic folds and the curtain-like appearance of the hanging skin are present. 
Dermatolysis, or cutis laxa, should be differentiated from the condition described 
by Unna as cutis hyperelastica or by Jadassohn as Gummihaut. This type of skin 
is usually seen in patients with the Ehlers-Danlos syndrome. 

Dr. CHarLes Pines: The patient shows the different phases and the complex 
nature of Recklinghausen’s disease. The hereditary transmission is established 
because the patient’s brother is known to be similarly affected. The kyphoscoliosis 
is part of the picture and according to many investigators usually heads the bony 
abnormalities. The characteristic cutaneous and subcutaneous neurofibromas with 
the scattered areas of café au lait pigmentations are present. And finally, to com- 
plete the clinical picture, there are loose masses of pigmented wrinkled skin and 
subcutaneous tissue hanging in folds, to which the term dermatolysis has been 
applied. The neurosyphilis is purely coincidental. 


Keratosis Palmaris et Plantaris. Presented by Dr. ArtHur Sayer. 


T. A., a white man aged 49, married, born in Poland, has resided in the United 
States for the past thirty-two years. He came to the clinic of the Mount Sinai 
Hospital in December 1941 on account of thickening of the palms and soles. This 
condition was first noticed about five years ago and has gradually become more 
pronounced. Recently he began to complain of stiffness of the fingers and a tend- 
ency to formation of fissures in the affected parts. 

The skin of the palms and soles is reddish yellow and thickened and shows 
fissuring of the flexure folds. The redness extends to the dorsal aspects of the 
fingers and covers the lateral borders of the hands. The eruption similarly extends 
to the toes and the borders of the feet. There is occasional pain in some of the 
fissured areas. There is mild seborrheic dermatitis on the sternal portion of the 
chest. On both legs there are moderate varicose veins. He has an unusually 
small second toe on each foot. 

Examination of the heart and lungs showed no abnormalities. The systolic 
blood pressure was 120 and the diastolic 75. The basal metabolic rate was —5 per 
cent. Examination of the blood showed 78 per cent hemoglobin, 4,200,000 red 
cells and 4,450 white cells, with 55 per cent segmented polymorphonuclear leuko- 
cytes, 5 per cent nonsegmented polymorphonuclear leukocytes, 36 per cent lympho- 
cytes, 2 per cent monocytes and 2 per cent eosinophils. Chemical analysis of the 
blood showed 22 mg. of urea nitrogen, 75 mg. of sugar and 600 mg. of sodium 
chloride per hundred cubic centimeters. The urinalysis showed no albumin or 
sugar; the specific gravity was 1.030. The Wassermann reaction was negative. 


DISCUSSION 

Dr. CHARLES LERNER: I cannot agree with the diagnosis as presented, nor 
can I share the opinion of the presenter that the appearance of the skin of the 
chest and face is that of a mild seborrheic dermatitis. To me the skin appeared 
somewhat shiny, indurated and slightly scaly. It therefore seems that the entire 
picture can be considered that of a mild pityriasis rubra pilaris. From the etiologic 
standpoint, of course, the disorder is probably due to a vitamin deficiency; the 
general nutritional appearance of the patient tends to corroborate this belief. 

Dr. Paut Gross: The skin on the chest and forehead has a shiny appearance, 
and apparently a chronic inflammatory process is present. The lesions on the palms 
and soles strongly suggest the diagnosis of pityriasis rubra pilaris of a localized 
type and not a hereditary keratosis palmaris et plantaris. From my experience in 
such cases, extensive therapy with intramuscular injections of crude liver extract 
is justified and may have a beneficial therapeutic effect. 

Dr. Davin Bioom: I believe that the skin of the face and body is also definitels 
thickened. However, I am unable to state the cause of this generalized involve- 


ment of the skin. 
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Dr. ArTHUR SAYER: In spite of the points stressed in the discussion against 
the diagnosis I still believe that the case is one of keratosis palmaris et plantaris. 
The eruption on the chest, legs and face is evanescent and not sufficiently character- 
istic for. pityriasis rubra pilaris. The palmar and plantar keratoderma has remained 
unchanged at all times. I agree that the patient is probably suffering from a vitamin 
deficiency. Large doses of vitamin A and D have been given for about six weeks, 
with no evident improvement. 


Epidermolysis Bullosa Acquisita. Presented by Dr. Grorce J. SPINNER. 


J. H., a man aged 34, married, is a patient at the Fordham Hospital. The 
present eruption began in February 1940 with an itching sensation of the penis, 
followed a few days later by the appearance of bullae. The itching then spread 
to the legs, and this again was followed by the formation of bullae. The lesions 
appeared in crops, formed crusts and healed in about two weeks. 

On March 1, 1941 he was admitted to the ward, where he remained for one 
hundred and sixty-one days. During this stay bullous lesions appeared on the 
chest, abdomen, buttocks, legs and thighs and in the mouth. The patient noticed 
at that time that bullous lesions appeared wherever pressure was applied to 
the skin. He can produce lesions at will by lying heavily on the side or by 
firmly grasping objects. Bullae appear four hours after pressure is applied. The 
Nikolsky sign is positive. 

The Wassermann and Kahn reactions were negative. Examination of the urine 
showed no abnormalities. Examination of the blood showed 75 per cent hemo- 
globin, 4,800,000 red cells and 14,600 white cells, with 66 per cent polymorpho- 
nuclear leukocytes, 6 per cent transitional cells and 28 per cent lymphocytes. The 
exudate removed from a bleb showed a sodium content of 327 mg. The sodium 
content of the blood serum was 330 mg. per hundred cubic centimeters. 

At present there are numerous lesions on the chest, buttocks, elbows, arms, 
hands, fingers, legs and toes. They vary from simple erythema to vesicles and 
bullae; there are many crusted lesions. Atrophic scars are seen on the elbows and 
on the right hand. 

Histologic examination showed the surface of the skin covered with an atrophic 
layer of stratified squamous epithelium. The rete pegs were completely absent. 
Just beneath this layer, in the upper portion of the dermis, there was a definite 
increase in the collagen bundles, with an inflammatory cell exudate around the 
smaller blood vessels. In addition, several other small areas were noted just 
beneath the stratified epithelium containing a sanguineous fluid. Deeper in the 
dermis there were a definite increase in collagen bundles and a focal deposition 
of chronic inflammatory cells. An elastic tissue stain showed a definite diminution 
of elastic fibers. 

DISCUSSION 

Dr. WILBERT SacHs: I agree with the diagnosis, which is also corroborated 
by the histologic picture. The microscopic picture rules out other bullous 
dermatoses. 

Dr. Paut Gross: It is strange that the patient has no lesions on the right 
palm at present, since the right hand is more exposed to trauma than the left. 
The fact that the patient has not worked since the eruption developed, in associa- 
tion with his extremely “nervous” behavior, would warrant a psychologic study of 
this case. 

Dr. Davin Bioom: There are cases of epidermolysis bullosa, particularly of 
the dystrophic type, in which mechanical injury is not such an important factor. 
This patient states that for certain intervals no bullae appear and that some bullae 
appear spontaneously. This confirms the opinion that epidermolysis bullosa is 
due to an endogenous intoxication as a result of some metabolic disorder. This 
may explain the fact that his right hand is less affected than the left. 
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Dr. Henry Sitver: Can the presenter state whether the loss of the finger of 
the left hand was a result of the disease? 

Dr. GeorGe J. SPINNER: There is no relation between the missing finger of 
the left hand and the disease, as the digit was lost in an accident long before the 
cutaneous condition developed. 

Dr. FRANK E. Cross: This patient was seen by several competent derma- 
tologists who diagnosed pemphigus. The patient’s healthy state speaks against this 
diagnosis. 

Dr. GeorceE J. SPINNER: With respect to the neurotic element and the possi- 
bility of malingering mentioned by Dr. Gross, it is well to point out that the 
disease is not compensable from the occupational standpoint. Furthermore, the 
presence of the linear lesions is explained by the patient's statement that after 
lying on his side for any length of time the continued pressure on the skin causes 
the lesions to appear. The patient has had lesions on both hands, but at present 
the absence of lesions on the right hand is accounted for by the care which he 
was advised to give to the right hand because of a prior secondary infection of a 
bullous lesion. 


A Case for Diagnosis (Ulcer of the Leg in a Syphilitic Patient). Pre- 
sented by Dr. MauricE UMANSKY. 

S. J., a nurse aged 44, has been receiving antisyphilitic treatment at the clinic 
of the Lebanon Hospital for more than one year. To date she has received thirty- 
three injections of bismuth and twenty-three of neoarsphenamine. 

Four months ago there developed an erythema-nodosum-like eruption on the 
lower parts of the legs. The nodules were symmetrically distributed, circumscribed 
and semiglobular, with an erythematous bluish surface. While the patient was 
under our observation one of the nodules underwent necrosis and formed an ulcer. 
The edges were cleancut, and the floor of the ulcer was covered with yellow 
adherent pus. The patient continued with the antisyphilitic treatment. At first 
the ulcer showed little tendency to heal. In the last four weeks the ulcer cavity 
has been gradually filling in with granulation tissue and epithelium. 

The ulcer is oval and located on the inner surface of the left leg. The original 
size, 1 inch (2.5 cm.) in its longer diameter, is still unchanged. The deeper central 
portion of the ulcer is moist and purulent. The peripheral parts are in the process 
of healing but do not reach the surface of the skin. There are still remnants of 
two nodules palpable on the lower part of the right leg. There are no varicose 
veins on the legs. 

The tuberculin (Mantoux) tests in dilutions of 1: 1,000, 1: 5,000 and 1: 100,000 
elicited strongly positive reactions. The Wassermann reaction was positive. 
Examination of the spinal fluid showed 6 cells per cubic millimeter, a positive 
Wassermann reaction and a colloidal gold curve of 12210000. Roentgenographic 
examination of the chest did not disclose any abnormalities in the lungs. 

The histologic examination of a specimen taken from the ulcer showed a 
granulomatous process in the cutis with superficial secondary acute inflammation. 
The granulomatous process was composed of irregular collections of epithelioid 
cells with 1 or 2 giant cells of the Langhans type. Examination of the blood 
vessels did not show endarteritis. There was caseation necrosis. 

DISCUSSION 

Dr. CHARLES Wo Fr: I believe that involvement of the bone is present and 
suggest the diagnosis of syphilitic osteitis or osteomyelitis. Roentgenographic 
studies should be made. Occasionally surgical treatment is necessary to remove 
a sequestrum. 

Dr. WILLIAM LEIFER: In some patients with ulcerating gumma of the lower 
extremities associated with swelling of the legs there is not the expected healing 
with antisyphilitic remedies. Not until these patients are put to bed and treated 
with mercurial ointments locally in addition to antisyphilitic therapy does healing 
take place. 
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Dr. ARTHUR SAYER: The discussers seem to favor the diagnosis of gumma. 
[ do not believe that the evidence in favor of the tuberculous origin of this ulcer 
has been given sufficient consideration by them. Dr. Umansky reports that there 
first developed in the patient an eruption on the legs which was erythema nodosum 
clinically. It is known that erythema nodosum frequently is of tuberculous origin. 
Furthermore, the reaction to tuberculin tests in this case were positive in all dilu- 
tions, which is important confirmatory evidence of the presence of a tuberculous 
focus in the patient. Therefore, I think this is a case of erythema induratum 
(Bazin) and not of erythema induratum syphiliticum (Moriac). 

Dr. Harry B. Ferrer: Because of an intercurrent dermatitis on the arms and 
chest antisyphilitic therapy was discontinued, and it was during this interval that 
the lesions on the legs developed and one of them ulcerated. The ulcer was deep 
seated with sharp edges, and the floor contained a thick yellowish exudate. In 
appearance it had all the features of a gumma. 

Dr. Louis CHARGIN: The patient presents round lesions of the necrotic type. 
Drug eruption can be ruled out. The clinical course, the behavior under anti- 
syphilitic therapy and the tests give some support to the view that this condition is 
a tuberculous process. Histologic study will not be of great help because of the 
similarity of the two processes and the absence of spirochetes in these gummatous 
lesions. 

Dr. Wicpert Sacus: I feel that a histologic diagnosis can be made in these 
cases. 

Dr. MauriIcE UMANSKy: The appearance of the ulcer in this patient was pre- 
ceded by an erythema-nodosum-like eruption. One of the nodes broke down and 
formed a punched-out ulcer. It resembled a syphilitic gumma. The ulcer 
responded to antisyphiltic treatment but not as readily as one would have expected 
in the case of a tertiary syphilitic lesion. One must consider the fact that the 
patient was treated with arsenicals and bismuth prior to the development of the 
ulcer. Tertiary lesions are known to melt away with the beginning of the treat- 
ment only if they were never treated specifically before. The diagnosis of erythema 
induratum suggests itself also in this case, in spite of the patient’s age (44). 
Bromides were not ingested by the patient, and iodides were given only after the 
ulcer formed. The histologic examination of the tissue taken from the border of 
the ulcer did not reveal any changes which would allow a definite diagnosis of 
syphilis or tuberculosis. Mercurial ointments were applied to the ulcer, with no 
effect. Roentgenograms of the bones of the leg showed no abnormalities. 


A Case for Diagnosis (Chronic Discoid and Lichenoid Exudative Derma- 
titis). Presented by Dr. ApoLpH ROSTENBERG. 

H. K., a man aged 56, a carpenter, states that the present eruption followed an 
injury sustained on Feb. 10, 1940, when he cut his right hand with a saw. Two 
weeks after the accident a rash appeared on the back of the right hand and spread 
in a short time to the left hand and other parts of the body. 

In March 1940 he presented an eruption involving a large portion of the body. 
The individual lesions were discoid, circular or irregular and varied in size from 
that of a small pea to large patches several inches in diameter. Some of the 
smaller lesions were oozing, although there were no distinct vesicles noticeable. 
The larger patches were infiltrated and crusted; others were scaling, resembling 
psoriatic lesions. The patient complained of severe itching causing loss 6f sleep. 

Repeated patch tests with materials with which the patient came in contract 
in his work, such as cement, shellac and glue, gave negative results. 

He was treated with fractional doses of unfiltered roentgen rays (75 r weekly), 
injections of calcium and mild topical lotions. He improved under this regimen 
and discontinued treatment. He returned about the middle of December 1941, 
Stating that the eruption had recently become aggravated. 

At present the eruption involves both arms and shoulders, the buttocks, the 
lower extremities and the scrotum. The face, scalp and trunk are practically free 
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of eruption. The character of the lesions is similar to that of the first outbreak. 
Some of the larger patches, however, are considerably lichenified, and there are 
distinct small lichenoid papules and slight pigmentation in several areas. The 
eruption showed improvement under treatment with arsenic and vitamin A. 

Physical examination showed no abnormalities. The lymph glands were not 
enlarged, and the mucous membranes were normal. 

The Wassermann reaction was negative. The blood count showed a slight 
increase of eosinophils. The urine was normal. 

DISCUSSION 

Dr. Max Berkovsky: Dr. Rostenberg, who has observed this case for a 
longer time, undoubtedly has reasons for making a diagnosis of chronic discoid 
and lichenoid exudative dermatitis. Examination this evening does not warrant 
this diagnosis. I have the impression that the diagnosis is nummular eczema. 

Dr. Paut Gross: At present the picture is not characteristic of chronic 
discoid and lichenoid exudative dermatitis, and the eruption does not suggest 
nummular eczema. On the inner surface of the left arm is an eruption of sharp 
and bizarre outline with ciear areas of skin in the center. This lesion and others 
looked like a prefungoid eruption of mycosis fungoides. A biopsy is of utmost 
importance. 

Dr. Davin BLoom: The main reason for my impression that the eruption does 
not fit into the group of chronic discoid and lichenoid dermatitis is the fact that 
the well circumscribed lesions involve only a small part of the skin and that there 
are extensive areas of the trunk which are entirely free of eruption. A biopsy is 
necessary to exclude mycosis fungoides. 

Dr. ARTHUR SAYER: I suggest the diagnosis of dermatitis herpetiformis, 
because of the large areas of skin which are involved. Also, there is a tendency 
of the lesions to be grouped, and there are some pigmented areas. I suggest the 
potassium iodide test as an aid in the diagnosis. 

Dr. CHarRLES WoLF: The diagnosis of chronic discoid dermatitis of the 
exudative type cannot be accepted. At present there is a dry erythrodermic scaly 
psoriasiform eruption, with arabesque-shaped patches. The eruption suggests a 
psoriasiform mycosis fungoides. 

Dr. Wivpert Sacus: I cannot offer a definite diagnosis. Clinically, oozing 
lesions were present, and this is not a feature of psoriasis. 

Dr. Henry Sitver: I agree with Dr. Bloom that the presence of large areas 
of uninvolved skin between the patchy lesions should be emphasized, since this 
coes not occur in chronic discoid lichenoid dermatitis. Another point against the 
diagnosis is the absence of extremely pruritic papular lesions as well as the lack 
of pigmentation. 


Dr. Louis CuHarcin: I do not think the disease is dermatitis herpetiformis, 
and I also cannot agree with the diagnosis of mycosis fungoides. I favor a diag- 
nosis of nummular eczema, as suggested by Dr. Berkovsky. I suggest vitamin A 
therapy, according to the experience of Dr. Gross. 


Dr. ApotpH ROSTENBERG: The suggestions made by the discussers were con- 
sidered by myself at various times and dismissed as untenable. At present ihe 
characteristic symptoms have more or less receded. I am inclined to attribute this 
to the arsenical medication. I am still of the opinion that this patient’s disorder 
fits in well with the group of conditions described as chronic discoid and lichenoid 
exudative dermatitis. 


Macular Atrophy. Presented by Dr. Cuartes R. REIN. 


H. P., a woman aged 26, was previously presented before the Manhattan 
Dermatologic Society on Jan. 13, 1942 (Arcu. Dermat. & Sypn. 45:1181 [June] 
1942) with the diagnosis of anetoderma of Schweninger and Buzzi. She is pre- 
sented again since there is reason to believe that the condition is not of t! 
Schwenirger-Buzzi type. 
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DISCUSSION 

Dr. HENRY Srtver: I have frequently emphasized before this society that 
anetoderma of Schweninger and Buzzi presents no diagnostic difficulties. As a 
matter of record, in the first case observed in this country the disease was recog- 
nized and diagnosed by Dr. Pusey because it so closely resembled the picture he 
had seen (in Unna, P. G.; Morrow, M.; Duhring, A., and Leloir, H.: Interna- 
tionaler Atlas seltener Hautkrankheiten, Leipzig, L. Voss, 1891, plate 15). 

The eruption in the Schweninger-Buzzi type consists of well defined lesions 
which on the trunk follow the lines of cleavage. They appear without a preceding 
erythematous reaction. The uniformity of the lesions and the presence of hernia- 
tion are striking features. 

Years ago Dr. Chargin and I (Arcu. Dermat. & SypH. 24:614 [Oct.] 1931) 
undertook to clarify the then existing confusion regarding the various types of 
macular atrophies. We thought that we succeeded in our task of establishing 
workable classified groups of primary and secondary atrophies and of proving, on 
the basis of our and other recorded cases, that the so-called multiple benign 
tumor-like growth of the skin is a primary macular atrophy. In our study we 
thoroughly discussed the relation of the disorder to syphilis, tuberculosis and other 
diseases, pointing out that macular atrophy which follows in the wake of these 
diseases is necessarily secondary macular atrophy. 

In the case presented one can dismiss the diagnosis of anetoderma of 
Schweninger and Buzzi because there is an inflammatory process present. Dr. 
Rein described the lesions well. There are erythematous areas which are raised, 
thin and atrophic. The lesions on the shoulder are ringed and show thinning 
and wrinkling in the center. Aside from anetoderma one might consider lupus 
erythematosus or sarcoid. As a matter of fact, a preliminary diagnosis of sarcoid 
was entertained in this case. However, a lesion removed for histologic study 
showed no evidence of this disease. Another lesion subsequently removed and 
examined by Dr. Sims gave histologic evidence in support of macular atrophy. 

The clinically characteristic lesions with their resemblance to lupus erythema- 


tosus or superficial sarcoid, the presence of the ringed lesions, stressed particularly 
by Oppenheim, the wrinkling, the atrophy and the histologic picture leave no doubt 
that the patient presents an excellent example of the type of macular atrophy 
described by Jadassohn as anetoderma erythematosum. 


Dr. Paut Gross: The discussion about primary and secondary atrophy could 
be simplified by substituting the name idiopathic atrophy for primary atrophy, as 
is done in cases of diffuse atrophy. Idiopathic atrophy implies atrophic changes 
of the skin resulting from a chronic inflammatory process sui generis and distinct 
from any known dermatologic entity. It is hard to conceive that the atrophy 
characteristic of anetoderma and of idiopathic atrophy, known as acrodermatitis 
chronic atrophicans, could develop without the preceding inflammatory reaction in 
the upper part of the cutis. I believe that this would apply to the tumors described 
by Schweninger and Buzzi as well, if sufficient microscopic studies of the early 
lesions could be made. 

Dr. Henry Sitver: Dr. Gross’s assumption with regard to the anetoderma 
of Schweninger and Buzzi is correct. Histologic studies show a mild inflamma- 
tory process which is clinically imperceptible and can be regarded as “dermatitis 
silens.” 

Dr. Louris CHARGIN: On the basis of our study Dr. Silver and I have 
classified macular atrophy into two types; primary and secondary. The primary 
atrophy is a disease sui generis. All the atrophies, whether primary or secondary, 
are identical in the final stage. Secondary atrophies are those which follow other 
diseases, such as syphilis and tuberculosis. In the group of primary macular 
atrophies we included the Schweninger and Buzzi type, which is clinically not 
preceded by an evident inflammatory process. The other primary atrophy is that 
of Jadassohn’s anetoderma, which was sufficiently described by Dr. Silver. When 
ve speak of primary macular atrophy it is only as opposed to secondary atrophy, 
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and we do not take into consideration the etiology. The cause is of cours: 
unknown, and therefore from this point of view the primary atrophy can be 
termed idiopathic. 

Dr. CHARLES R. REIN: The case was considered one of a primary macular 
atrophy of the Schweninger-Buzzi type. However, as was brought out by Dr. 
Silver, the patient had none of the clinical characteristics of this type of primary 
atrophy. During the past few years there developed definite inflammatory lesions 
on the upper extremities, the trunk and the scalp. Some of the older lesions have 
undergone atrophic changes as evidenced by clinical and microscopic examinations. 
The more recent lesions (of one to three years’ duration) still show an active 
inflammatory reaction. However, these inflammatory lesions show none of the 
characteristics of syphilis or lupus erythematosus, i. e., conditions that may go on 
to produce secondary macular atrophies. 

The case was excellently discussed by Drs. Chargin and Silver, and I agree 
that the patient's condition undoubtedly is anetoderma of Jadassohn. 
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Lichenoid Papular Syphilid. Presented by Dr. Maurice J. CosteE.to. 

B. M., a Negro aged 28, was admitted to Bellevue Hospital on Jan. 10, 1942. 
He stated that he had been a heroin (diacetylmorphine) addict for the past five 
years and that he had had a positive Wassermann reaction of the blood in 1928, 
for which he had received “fifteen injections in the hip and nine in the arm.” He 
has had no antisyphilitic treatment since that time. 

When the patient was first admitted he had phlebitis of the superficial veins 
of the upper extremities, which followed the self administration of heroin intra- 
venously with a safety pin and medicine dropper. In addition, he had a generalized 
pyoderma, consisting of many ecthymatous lesions, on the lower extremities. 
Several days later the eruption which he now presents began to develop. 

There is a lichenoid eruption consisting of pinhead-sized to match head-sized 
shiny, irregular papules on the body and extremities, penis, palms and soles but 
not on the face. 

The Wassermann reaction of the blood was 4 plus on January 12. Examina- 
tion of the spinal fluid on January 14 showed the following results: a negative 
Wassermann reaction; 130 cells per cubic millimeter; plus-minus reaction to a 
andy test; 20 mg. of total protein per hundred cubic centimeters, and a colloidal 
gold curve of 0001221000. 

The patient was given quartan malaria therapy on January 27. 


DISCUSSION 


Dr. Davin Bioom: I am wondering if the report of the examination of th 
spinal fluid is correct: 130 cells per cubic millimeter, a negative Wassermann 
reaction and a doubtful Pandy reaction. Why has malaria treatment been pre- 
scribed? From the history, I assume that the cutaneous secondary eruption which 
the patient presents in such typical form has been entirely overlooked and a diag 
nosis of neurosyphilis has been made merely on the basis of an increased cell count 
in the spinal fluid and an uncertain history of the patient’s having had syphili 
in 1928. 
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Dr. A. M. Rupinowitz (by invitation): As Dr. Costello mentioned, this 
patient came into the hospital with a pyoderma, and a routine Wassermann test 
of the blood gave a positive reaction. Because of the high cell count in the cere- 
brospinal fluid the patient was thought to have active asymptomatic syphilis of 
the central nervous system, and for that reason he was given quartan malaria, 
which was unsuccessful. There were no clinical manifestations of syphilis of the 
central nervous system. At that time there had been trouble with the serologic 
examinations at the hospital, and the report in this case was thought to be 
inaccurate, owing to the use of some proprietary preparation. 

Dr. FRANK C. Compes: I do not think the patient has secondary syphilis or 
a relapsing syphilid. The man is a heroin addict, giving himself injections both 
subcutaneously and intravenously, which was responsible for the phlebitis. He 
has also picked many of these lesions, and it is my impression that the eruption 
is lichen simplex rather than lichen planus. There are lichenoid papules and 
plaques, and they have neither the configuration nor the color of lichen planus. 
To differentiate from secondary syphilis: In the first place, I have never seen a 
relapse of secondary syphilis after almost fourteen years. This man has late 
syphilis; how can secondary lesions develop? Tertiary lesions may on occasion 
appear in the secondary stage, but the secondary form never encroaches on the 
tertiary period. When the third stage is inaugurated the second stage ceases. 

This patient was admitted to the hospital in 1928, found to have a 4 plus 
Wassermann reaction and given treatment, and he then drifted away. The results 
of the spinal fluid examination I cannot explain or understand. The lesions on 
the palm look vesicular to me, and he had the same eruption a year ago, which 
lasted a few weeks and then disappeared. As for the lesions on the penis, if he 
had only those and a 4 plus Wassermann reaction, I should say he had early 
syphilis, 

Dr. HERMAN GOODMAN: The patient presents lesions fitting the description 
given for corymbiform syphilid. 

Dr. Marion B. SULZBERGER: It seems to me that the remarks of the previous 
discussers show that this case requires further study. The eruption is essentially 
lichenoid and does not fit entirely into syphilis or lichen planus. It is not suffi- 
ciently characteristic to permit definite clinical diagnosis. [| think many forms 
of investigation would be warranted in this case. First of all, a biopsy would 
determine whether the disease was lichen planus. Moreover, lichenoid tuberculid 
has to be considered; it would account not only for the lichenoid appearance of 
the individual lesions but also for the grouping. If the disease is secondary 
syphilis, one should be able to find spirochetes by dark field examination. I believe 
histologic demonstration of spirochetes is too difficult with the technics now 
available. 

I should like to know what is meant by the term lichen simplex. My under- 
standing is that the two terms have been lichen simplex circumscriptus, now called 
circumscribed neurodermatitis, and lichen simplex disseminatus, now called atopic 
dermatitis, neurodermatitis disseminata or prurigo Besnier; but I have never 
heard the term lichen simplex used without a descriptive adjective or given as the 
name of a disease with this appearance. I believe that this patient has a lichenoid 
dermatosis requiring further study and that most likely he has a lichenoid tuber- 
culid (lichen scrofulosorum). 

Dr. Frank C. Comses: I should like to comment on a subject mentioned by 
Dr. Sulzberger. A diagnosis of lichenoid tuberculosis was suggested, and a tuber- 
culin test was performed, with a 1 plus reaction to a dilution of 1: 10,000. Dark 
field examination was made of material from the lesions on his penis and arm. 
In both instances the results were negative. In reference to the suggestion of 
lichen simplex as a diagnosis, I mean the disseminate type with patches of lichenifi- 
cation and not Besnier’s prurigo, which is identical with atopic eczema. It differs 
from the latter in occurring on the extensor surfaces of the extremities, in con- 
tradistinction to the flexural location of atopic eczema. 
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Dr. Davin BLoom: In the numerous cases of lichen planus that I have observed 
among Negroes there was extreme pigmentation of the lesions, which is not 
present in this patient. This is another point against the diagnosis of lichen 
planus. 

Dr. Maurice J. CosteLtLo: The malaria treatment of this patient’s neuro- 
syphilis was not administered by members of the department of dermatology: 
so I cannot answer Dr. Bloom’s question as to whether this form of therapy was 
given because the patient was considered syphilitic. I think that an important 
diagnostic point has not been mentioned: The fact that if this eruption is lichen 
planus it should itch. The patient also has lesions in his mouth suggestive of 
lichen planus. Because of the fact that this eruption resembled lichen planus, 
it was presented as a lichenoid secondary syphilid. 

Note.—The eruption later completely disappeared when the patient was given 
antisyphilitic treatment. 


Chancriform Pyoderma. Presented by Dr. NATHAN SOBEL. 


V.S., a white woman aged 34, a housewife, was referred to the Social Hygiene 
Clinic of the Department of Health on Jan. 30, 1942, by a private physician for 
a dark field examination for Spirochaeta pallida of a suspicious sore on the chin. 

The lesion began about two weeks ago at the site of an abrasion as a minute 
elevation, which in the course of one week developed to the size of a cherry. The 
tumor was then incised and pus evacuated. In spite of that, the lesion showed 
little tendency to heal and has persisted up to the present. 

On the right aspect of the lower jaw is a round, ulcerated lesion with a 
raised, indurated border. The entire lesion is sausage shaped, and the central 
part of its floor is covered with a slough. There is a moderate inflammatory 
reaction surrounding the lesion. No enlarged regional lymph glands are palpable. 

Dark field examinations for S. pallida were negative on three different occa- 
sions. Smears for Ducrey bacilli were also negative on three different occasions. 
A direct smear taken from the lesion and stained according to Gram’s technic 


showed pus cells and staphylococci. Smears for Vincent's organism proved nega- 
tive on two occasions. Examination for fungi failed to reveal any. The hema- 
tologic picture was essentially normal. Roentgenographic study of the lower jaw 
showed no pathologic changes. The Kline test on February 3 gave a negative 
reaction. 


DISCUSSION 


Dr. CHARLES PINES (by invitation): There are some unusual features in this 
case. On purely clinical grounds one would not hesitate to make a diagnosis of 
primary syphilis were it not for the fact that the regional adenopathy is missing. 
This applies with equal force to lesions caused by pyogenic organisms, with which 
one would also expect to see satellite adenopthy, depending on the type of infection 
and the virulence of the organisms producing the lesions. The history given by 
the patient is a bit suggestive and helped in making a diagnosis. The private 
physician who treated her informed me that when the patient presented herself he 
found a fluctuating swelling, which he incised and drained. It was only when 
this failed to heal that he became suspicious and referred her to the clinic of the 
Department of Health for further study. The results of the laboratory examina- 
tions all proved negative, with the exception of a smear taken directly from the 
lesion, which showed leukocytes and staphylococci. The patient has been under 
observation for only two days, and there has been no opportunity to complete the 
study. However, the clinical and laboratory observations gave enough evidence, 
both direct and by process of exclusion, to justify a diagnosis of chancriform 
pyoderma. 

Dr. E. Wittam ABrAMow!Tz: There are several possibilities to consider 
besides primary syphilis. One is inoculation from a smallpox vaccination, but 
this patient had not come into contact with anybody recently vaccinated. The 
second is a drug eruption. She said she had taken bromo-seltzer but was indefinit 
as to when she took it. Other possibilities are sporotrichosis chancre or other 
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type of granuloma. Several instances of chancriform pyoderma have been pre- 
sented in the past. Some may recall a patient with a similar lesion on the lip 
presented here about thirteen years ago. An organism resembling a Streptothrix 
was demonstrated. The patient received potassium iodide by mouth, and complete 
and rapid healing followed. 

Dr. THEODORE ROSENTHAL: On clinical grounds, the condition seems to con- 
form to that known as chancriform pyoderma. Such a diagnosis is made essen- 
tially by exclusion,* by eliminating a primary syphilitic lesion. An additional 
possibility which should be considered is a sinus from some dental infection, 
leading to the surface and forming a fluctuating mass which on incision becomes 
secondarily infected. 

Dr. CHARLES PINEs (by invitation): In answer to Dr. Abramowitz, the patient 
stated that she had not applied or ingested any drugs and that none was given 
by hypodermic injection. The question of a sinus has been excluded by a roent- 
genographic examination of the patient’s lower jaw, which failed to show any 
abnormalities. 


Granuloma Inguinale. Presented by Dr. Maurice, J. CostTeEto. 


W. P., a Negro aged 18, was admitted to Bellevue Hospital on Jan. 2, 1942, 
complaining of an ulcer the size of half a dime on the dorsal surface of the 
prepuce of two weeks’ duration. The patient stated that he had had syphilis and 
gonorrhea two years ago, for which he was treated by “injections in the arm 
and hip.” He discontinued treatment after four injections, at which time the 
Wassermann reaction of the blood was 4 plus. 

Dark field examination showed no spirochetes. The Wassermann and Kahn 
reactions of the blood were negative. The reaction to an intradermal test was 
positive with Ducrey vaccine and negative with Frei antigen. A smear was posi- 
tive for Donovan bodies on January 27. 

Treatment for chancroid was begun with sulfathiazole powder locally and 
sulfathiazole tablets by mouth, 1 Gm. four times a day until a total of 54 Gm. 
had been administered. On the sixteenth day of sulfathiazole therapy the patient 
had a thermic reaction, with a temperature of 104.6 F., bilateral (sulfathiazole) 
conjunctivitis and a leukocyte count of 3,800. His leukocyte count returned to 
normal after one week, following the administration of intramuscular injections 
of liver extract. His present treatment consists of injections of fuadin twice 
a week. 
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Acrodermatitis Chronica Atrophicans. Presented by Dr. H. E. Miter. 


Mrs. J. M., a 65 year old German-born housewife, is presented from the 
University of California dermatologic clinic. She has had an eruption involving 
the legs and dorsa of the feet for the past fifteen years. She presents a diffuse 
atrophy of the skin with prominent veins, telangiectasia and scaling. A few 
scleroderma-like plaques and bandlike formations are present on the knees. An 
ulcer is present over the left medial malleolus. 

A general physical examination showed generalized arteriosclerosis, hyper- 
trophic arthritis, hypovitaminosis, nontoxic adenoma of the thyroid, senile emphy- 
sema, bilateral immature cataracts, internal hemorrhoids and cystocele. 
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Urinalysis showed a few erythrocytes and granular casts in the sediment. A 
blood count was normal. The basal metabolic rate was +5 per cent. The choles- 
terol content of the blood was 222 mg. per hundred cubic centimeters. The vitamin 
C level was 1.1 mg. per hundred cubic centimeters. 

Treatment has consisted of local applications only. 


DISCUSSION 

Dr. MERLIN MAyNArD, San Jose, Calif.: I have seen this patient several times, 
I prescribed vitamin D. When she was first seen, the sclerosis extended up on 
to her calves. She was not able to come to town for frequent observation. I agree 
with the diagnosis. I think she has definitely improved since I last saw her. 

Dr. N. N. Epstern: I saw a patient from San Jose with this disease about a 
year ago. His outstanding complaint was pain in his legs. I wonder whether 
this is a common symptom of the disease. He was given thiamine hydrochloride 
without benefit. 

Dr. C. J. LuNsrorp, Oakland, Calif.: The patients I have seen have not had 
the amount of scar tissue this patient presents. 

Dr. MERLIN Maynarp, San Jose, Calif.: This patient had definite scleroderma 
when I saw her. I think that scleroderma with atrophy would be a better diagnosis. 

Dr. H. E. Miter: I think this patient has a characteristic example of acro- 
dermatitis chronica atrophicans. The disease occurs much more commonly in 
women than in men. Her lesions have the characteristic appearance and dis- 
tribution. She has fibrous bands, sclerodermatous changes on the ankles and 
localized areas of macular atrophy on the upper part of her thigh. I have seldom 
seen a better example of the disease. I cannot believe that vitamin therapy would 
be of any value in this case, as the patient shows the end results of an atrophic 
disease. I do not believe that this disease is related in any way to true scleroderma. 


Scleroderma and Peripheral Vascular Disease. Presented by Dr. N. N. 
EPpstTEIN. 

Mrs. C. S., a 40 year old Italian housewife, has had a progressive cutaneous 
disease involving her hands, feet, arms and neck since August 1940. The skin of 
these areas is thickened and stiff. Her extremities are cold, moist and purplish. 
The mobility of her fingers is decreased. 

She has a history of migraine. In 1939 a thyroidectomy was performed because 
of hyperthyroidism. 

Her basal metabolic rate was + 13 per cent. The urine was normal. The 
cholesterol content of the blood was 149 mg. per hundred cubic centimeters. The 
Wassermann and Kahn reactions were negative. 


DISCUSSION 
Dr. MERLIN MAYNARD, San Jose, Calif.: I think the results are the same as 
in the older woman. This patient already has atrophy of the skin of the calves. 
Dr. N. N. Epstein: I think the condition in this case belongs in the class 
of diffuse scleroderma with peripheral vascular disease. 


Papulonecrotic Tuberculid. Presented by Dr. H. E. Miter. 

This case was previously presented before this society on April 17, 1936 (ArcH. 
Dermat. & SypuH. 36:466 [Aug.] 1937). 

I. S., a white woman aged 28, was first seen at the University of California 
dermatologic ‘clinic in October 1934 with an eruption similar to the present one 
The lesions involuted over a period of several months. She has had five exacerba- 
tions of the eruption, the most recent having appeared in January 1942. 

A tuberculin ointment applied to an ulcer on the right leg in 1936 caused a 
severe reaction. -On the normal skin of the chest it produced an erythematou 
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plaque. Two intravenous injections of neoarsphenamine were given. After the 
second one a papular eruption appeared on the trunk. 

A roentgen examination of the chest in 1937 showed evidence of healed tuber- 
culosis in the upper lobe of the right lung. A biopsy of a specimen from a new 
lesion on the leg in 1938 showed only a subacute inflammatory reaction. 

Although the Wassermann and Kahn reactions had been negative in 1934, the 
Kahn reaction was positive repeatedly in 1940. However, there was no history 
or clinical evidence of syphilis. Examination of the spinal fluid in August 1940 
showed no evidence of syphilis. Antisyphilitic therapy was instituted in August 
1940. This consisted of twenty-four intramuscular injections of bismuth sub- 
salicylate and twelve intravenous injections of mapharsen and neoarsphenamine. 
The arsphenamines caused nausea and vomiting. The treatment had little effect on 
the cutaneous lesions, which subsided in a few months. 

The patient now has acneform and necrotic lesions scattered over the entire 
body, including the genital mucous membranes. 


DISCUSSION 

Dr. H. E. Miter: It is of interest that many patients with this disorder have 

exacerbations during the winter months. This is another evidence of a common 
cause for this disease and pernio. 


Angioma. Presented by Dr. Frances A. Torrey. 

P. W., a 14 year old schoolgirl, was first seen at the University of California 
clinic on Feb. 5, 1942. She has a subcutaneous swelling on the dorsum of the 
right foot, which has been noticed in the past year. A soft bluish mass measuring 
3 by 4 cm. is in the aforementioned location. Overlying it there is a 1 by 1 cm. 
keratotic, purplish violet plaque, which has been present all her life. 

A general physical examination revealed no abnormalities. A urinalysis, a 
blood count and the Kahn test gave normal results. The sedimentation rate was 
18 mm. in one hour and fifteen minutes (Linzenmeier method). 


DISCUSSION 


Dr. N. N. Epstein: I suggest surgical excision. 

Dr. Frances A. Torrey: This case was presented for consideration as to 
treatment. How many angiomas of the cavernous type are seen in adults? The 
keratotic plaque has been present since birth. The tumor mass appeared in August 
1941. 

Dr. H. E. Miter: I should observe this lesion for a while before excising it. 
I do not believe that the cavernous element is of recent development. It may 
have been brought to the patient’s attention by being irritated by new shoes. 


A Case for Diagnosis (Purpura Annularis Telangiectodes? Schamberg’s 
Disease?). Presented by Dr. C. J. LuNsrorp, Oakland, Calif. 

O. W. J., a 59 year old white American man presented for Dr. H. J. Templeton, 
Oakland, Calif., noted. a brown discoloration on the dorsum of the left foot three 
years ago. This has gradually spread until it now covers both ankles and the 
dorsa of the feet. He presents an extensive pigmented, telangiectatic, slightly 
atrophic dermatitis. 

The reactions to patch tests performed with his socks were negative. A Kline 
test gave negative results. A platelet count showed 220,000 per cubic millimeter. 
Red, white and differential blood cell counts were normal. 


DISCUSSION 


Dr. C. J. Lunsrorp, Oakland, Calif.: I assume that this patient has Majocchi’s 
or Schamberg’s disease. I have difficulty in distinguishing between the two 


conditions. 
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Dr. H. E. Mitrter: I have the impression that the patient has neither 
Majocchi’s nor Schamberg’s disease. One cannot pick up the skin; it is bound 
down tightly. I should assume that the disease is based on a circulatory 
disturbance. 

Dr. Ervin Epstetn, Oakland, Calif.: I am inclined to agree with Dr. Miller, 
When the patient stands on his feet for a time, new lesions appear. 

Dr. MERLIN MaAynarp, San Jose, Calif.: The patient was a draftsman. He 
has stood on his feet all day during practically all of his business life. The area 
is warm to touch, instead of cold as it would be in scleroderma. If the condition 
is called congestive sclerosis, I think that is as close as one can get to the 
diagnosis. 


Dermatophytosis. Presented by Dr. C. J. LuNsrorp, Oakland, Calif. 

This patient had a severe fungous infection of the feet several months ago. 
During the past three or four months, a lesion began in the right ear and has 
spread to include the right side of the face, the right half of the forehead and the 
back of the ears, running up into the hair line. He presents a sharply marginated 
subacute inflammatory reaction with slightly indurated borders in the afore- 
mentioned location. 

The Kline reaction was negative. Scales from the advancing border were found 
microscopically to contain fungi. 

DISCUSSION 

Dr. Ervin Epstern, Oakland, Calif.: The clinical appearance suggests a 
Trichophyton purpureum infection. Such conditions are very resistant to therapy. 

Dr. C. J. LuNsForp, Oakland, Calif.: I first saw this patient the day before 
yesterday and have not treated him as yet. 

Dr. F. G. Novy Jr., Oakland, Calif.: This infection has been progressing 
rapidly. That is contrary to the diagnosis that Dr. Epstein suggested. 

Dr. Ervin Epstern, Oakland, Calif.: I should say that in four months the 


eruption would spread this much in the average case of dermatophytosis due to 
T. purpureum. 

Dr. JoHN FANNING, Sacramento, Calif.: Would you think that the condition 
originated on the patient's feet and is the same as the lesions elsewhere? 

Dr. C. J. LuNsForp, Oakland, Calif.: No. 

Dr. JOHN FANNING, Sacramento, Calif.: Perhaps the external ear canal might 
have been the origin of the fungous infection on the face. 


Mycosis Fungoides. Presented by Dr. H. V. Attincton, Oakland, Calif. 


V. M., a white woman, was first seen on Jan. 24, 1942. She presented a kidney- 
shaped granulomatous, ulcerated lesion about 10 by 15 cm. in size on the left 
breast. This had first appeared in December 1941. She states that for as long 
as she can remember she has had a reddened and scaly patch on the upper, 
anterior surface of the right thigh. Since early childhood she has had irregular, 
reddened and scaling macular lesions scattered over her body and extremities. 
These have been better in the summertime and were improved by sun baths. The 
lesions have been asymptomatic. 

On several occasions she has had small lesions similar to the one now present 
on her breast, but none of these have become larger than a 50 cent piece and all 
have healed spontaneously. 

The present lesion has received two lightly filtered ™% skin unit doses of 
roentgen rays, although involution had begun before this treatment was instituted. 

A blood count was normal. The Kline and Wassermann tests of the blood 
obtained from the patient, her husband and their daughter gave negative reactions. 
Microscopic sections are presented from the lesion on the breast, from one on the 
thigh and from a lesion removed in 1933 by Dr. Coe. 
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DISCUSSION 


Dr. H. V. Attincton, Oakland, Calif.: Dr. Coe in 1933 considered the erup- 
tion to be either tuberculosis or a tuberculid. Under the patient’s chin is one of 
the smaller lesions, such as she has had periodically for twenty years or more. 

Dr. H. E. Mitier: I believe that this patient has mycosis fungoides. She had 
a scaly erythroderma for a number of years, which has recently become granu- 
lomatous. 

Dr. MERLIN Maynarp, San Jose, Calif.: I should call the lesion a lympho- 
blastoma until it is proved otherwise. 

Dr. H. V. Attincton, Oakland, Calif.: I think the patient has mycosis fun- 
goides. If so, the long duration is of interest. Furthermore, there has been no 
itching. 


A Case for Diagnosis (Syphilis?). Presented by Dr. N. N. Epstein. 

Mrs. J. K., a 28 year old woman, was first seen in the University of California 
dermatologic clinic on May 21, 1941. Since December 1940 she has had indolent 
infammatory papules and pustules on the face. Treatment consisted of a low fat, 
chocolate-free diet and application of a mildly antiseptic lotion containing resor- 
cinol. When she was seen again in June 1941 she had a nontender indurated 
nodule on the right cheek. Roentgen therapy (150 r, with 0.25 mm. of copper 
and 1 mm. of aluminum filter) was given to the lesion on June 19, 1941. On 
June 25 the nodule broke down, presenting a whitish, firm, stringy, tenacious 
core. The aforementioned dose of radiation was repeated on June 25 and on 
June 27, so that the total received was 450 r. On June 27 daily oral administra- 
tion of sulfathiazole in doses of 2 Gm. was begun, and it was continued for one 
week. On July 22 the inflammation had subsided, leaving a clean, evacuated core 
in the furuncle-like nodule. On July 24 the right cheek was given a roentgen ray 
treatment of 75 r, bringing the total administered to this area to 525 r. The 


patient returned to the clinic on August 5 with a deep, foul, necrotic ulcer at the 
site of the nodule on the right cheek. There were two or three satellite nodules 
above it. This progressed slightly in the next three days. 

The Wassermann and Kahn reactions were negative on Feb. 12, 1942. 


DISCUSSION 

Dr. H. E. Mitrter: I saw this patient in the clinic a number of months ago. 
A deep-seated ulceration developed in a pyogenic area treated by roentgen rays. 
The depth and severity of the ulceration were out of proportion to the amount of 
roentgen therapy she had received. It occurred to me that perhaps the sulf- 
anilamide compound she was receiving had increased her normal sensitivity to 
roentgen rays. I believe that this lesion is a granuloma, and the first thing I 
should want to rule out would be syphilis. 

Dr. F. G. Novy Jr., Oakland, Calif.: Dr. Reis has done some work to deter- 
mine whether there is incompatibility between the sulfanilamide drugs and roentgen 
rays. The manner in which this condition has progressed, with new ulcerations 
since September, shows that it is more than a pustule that was overtreated with 
roentgen rays. It is certainly a chronic infectious granuloma. I believe the 
patient has actinomycosis or sporotrichosis rather than syphilis. 

Dr. H. V. Atitrneton, Oakland, Calif.: I think that there is a granulomatous 
process present, but I also thought of the possibility of a dermatitis factitia. 

Dr. F. G. Novy Jr., Oakland, Calif.: How often do factitial lesions occur on 
the face? 

Dr. H. V. Attincton, Oakland, Calif.: Neurotic excoriations are, of course, 
common on the face, but intentional self injury is probably uncommon in this 
location, 

Dr. MERLIN MAYNARD, San Jose, Calif.: The appearance of the lesion is that 
of tertiary syphilis. Even though the patient has a negative Wassermann reaction 
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I do not believe that possibility can be ignored. However, the lesion might be an 
unusual form of tuberculid. I think she should be given a therapeutic test, 
regardless of the result of the Wassermann test. 

Dr. N. N. Epstern: My clinical impression is that this patient has late 
syphilis. She should have a therapeutic test for syphilis unless the biopsy shows 
a specific fungous infection. 


Aphthous Ulcers. Presented by Dr. H. V. Attincton, Oakland, Calif. 


E. M., a white woman aged 21, was first seen on Jan. 9, 1942. She has had 
superficial erosions on the buccal mucosa continuously since early childhood. There 
appears to be no relation to the ingestion of certain foods. There is no seasonal 
variation. It is thought to be more severe at the time of her menstrual periods, 
which are normal and regular. There has been no change in the lesions since she 
stopped taking acetylsalicylic acid and feenamint, which were the only drugs she 
has used recently. Discontinuing the use of dentifrices has made no difference. 

A smear stained by Gram’s method showed a few gram-positive diplococci. 
A culture showed alpha Streptococcus viridans and organisms usually present in 
the mouth. The Wassermann and Kline tests gave normal reactions. 

She has received four weekly subcutaneous injections of moccasin venom, 0.2 
to 0.4 cc. There has been no change. 

DISCUSSION 

Dr. C. J. Lunsrorp, Oakland, Calif.: I have 2 patients who have recurrent 
superficial ulcers of the mouth. One of these has had the lesions for months and 
the other for years. I have been unable to determine the cause. Moccasin venom 
has been of no value. I am trying sulfathiazole therapy by mouth now. 

Dr. H. E. Mitier: Her teeth certainly suggest that she has been undergoing 
a developmental deficiency for years. In cases of this kind I have had some success 
with vitamin therapy and with roentgen therapy to the wide open mouth. It seems 
to be of some help in clearing up the immediate attack. The classification of 
“periadenitis mucosa necrotica recurrens” is a satisfactory one for this condition. 

Dr. F. G. Novy Jr., Oakland, Calif.: Has any one had any experience with 
vaccination or with foreign protein therapy? 

Dr. H. V. Attincton, Oakland, Calif.: I appreciate the suggestions for treat- 
ment. It is interesting that the lesions have been present all her life. She insists 
that they have never disappeared. 


Actinomycosis; Syphilis. Presented by Dr. Ervin Epstern, Oakland, Calif. 


Mr. J. B. H., a 67 year old white man, was seen by Dr. Don Weaver, of 
Oakland, Calif., one year ago because of a mass in the submental region. This 
lesion was of six weeks’ duration. The lesion was incised, and biopsies and 
examinations of the pus failed to reveal a causative organism. The reactions to 
two Wassermann tests of the blood were negative. A history suggestive of syphilis 
could not be elicited. Three treatments with high voltage roentgen therapy were 
ineffective in altering the lesion. 

The patient was also seen by Dr. S. B. Fontaine, an oral surgeon of Oakland, 
Calif., who found no dental lesion that he could classify as causative of the lesions. 
Roentgen examination of the mandible showed no abnormalities. 

The patient was treated conservatively for about one year. During this time 
the process became more extensive. A new lesion also developed on the right 
side of his chin. 

In November 1941 the patient was sent to the Stanford University clinic, where 
a diagnosis of syphilis was made on the basis of a 4 plus Wassermann reaction 
Since then he has been treated with sobisminol mass. According to the patient, 
the results of all other examinations were normal. 

The patient was referred to me on Feb. 4, 1942 by Dr. W. E. Hart. At this 
time he presented two deep ulcers covered with crusts in the submental area. Th: 
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tissue under the ulcers was indurated. In addition, there was an indurated, 
erythematous, furuncle-like lesion on the right side of his chin. The latter lesion 
was aspirated and the purulent material examined microscopically in warmed 
20 per cent potassium hydroxide solution. Numerous grouped tangled and radiating 
hyphae were seen. Wassermann and Kahn reactions on February 6 were each 
4 plus. 

The therapy now being used consists of the administration of potassium iodide 
and sulfathiazole by mouth and the local application of sulfanilamide. Anti- 
syphilitic therapy is to be continued at a later date. 


DISCUSSION 


Dr. W. M. MEININGER: I saw this patient in the Stanford University clinic. 
I was interested to learn that Dr. Epstein found myceliums. I searched repeatedly 
but failed to find any. A specimen for biopsy was taken. The histologic sections 
were characteristic of gumma, and the spirochetal stains showed nests of spirochete- 
like structures. I think the patient undoubtedly has syphilis. I do not think he 
has had a real therapeutic test because he was given only sobisminol mass and 
I am sure he has not had adequate dosage. In the beginning he showed definite 
improvement. When last seen two weeks ago, however, the lesions had not healed 
completely. 

Dr. Ervin Epstern, Oakland, Calif.: The patient definitely has syphilis. As 
to whether he has actinomycosis or not, I think that question is open to discussion. 
I made smears of material from the ulcers and did not find any organisms. He 
also had an indolent pustule on his cheek, and I found hyphae there which I took 
to be actinomycetes. I do not believe that the finding of spirochetes in a lesion 
in a patient with untreated syphilis proves that the lesion is due to syphilis. Stokes 
considers herpes simplex and scabies as sources of infection in early syphilis 
(Stokes, J. H.: Modern Clinical Syphilology, ed. 2, Philadelphia: W. B. Saunders 
Company, 1934). Therefore, there must be spirochetes in such lesions. I have 
seen a lesion of proved arsenical dermatitis in a patient with latent syphilis filled 
with Spirochaeta pallida stained and identified by Kraajian. Clinically, I should 
not agree with the diagnosis of syphilis because the lesion is basically pustular. 
The lesion on the chin was definitely a pustule, and pustules are unusual in late 
syphilis. I feel that credit can be given to sulfathiazole for the improvement in 
this case. The patient was given potassium iodide, but only in small doses. I 
agree with Dr. Meininger that he was not given an adequate therapeutic test for 
syphilis. He has not received any antisyphilitic therapy from me. 

Dr. N. N. Epstein: Dr. Stewart and I treated a patient with actinomycosis 
of the skin with sulfathiazole locally. Packing the abscesses with sulfathiazole 
was ineffective. This was continued for several weeks. lIodides intravenously in 
large doses cleared the eruption. 

Dr. R. A. Stewart: It is unusual to find actinomycetes in an active lesion in 
the form of myceliums, but one often finds elastic tissue in exudate from an 
abscess. This elastic tissue resembles a culture of actinomycetes. 

Dr. E. K. Stratton: I was surprised to hear Dr. Meininger and Dr. Epstein 
state that they thought this patient had not had an adequate therapeutic test for 
syphilis because the sobisminol mass used had been administered by mouth. My 
experience with orally administered sobisminol mass in rabbits was that it was 
poorly absorbed; this was also the opinion of several others working with animals. 
However, from the fact that this “by mouth” product was accepted by the Council 
of Pharmacy and Chemistry of the American Medical Association, I thought, of 
course, that its behavior was different in human beings and that its therapeutic 
efficiency was without question. 

Dr. Mertin Maynarp, San Jose, Calif.: I have always been partial to giving 
iodides as a therapeutic test for tertiary syphilis. 

Dr. W. M. MEININGER: If one prescribes sobisminol mass by mouth for a 
patient, one cannot be sure that he really takes it. This particular patient showed 
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clearing of lesions for only the first several weeks. If one would give sobismino! 
solution by injection, it would constitute a fair therapeutic test. 

Note.—Antisyphilitic therapy was withheld. Ingestion of iodides was discon- 
tinued. The lesions were completely well one month later, after the use of sulfa- 
thiazole and sulfanilamide as suggested. 


Pyoderma Faciale and Acne Vulgaris. Presented by Dr. Ervin Epstern, 
Oakland, Calif. 


H. Y., 38 year old white man, was referred to me on July 8, 1941 by Dr. 
George J. Budd, of Vallejo, Calif. The patient presented a scarring, keloidal type 
of eruption of comedos, papules and pustules of fifteen years’ duration involving 
the face, chest and back. He had received roentgen therapy totaling about 
1,000 r from Dr. J. C. Hathaway, of Spokane, Wash., in 1933. About three 
months after the patient was first seen the character of the eruption changed. 
Both cheeks became involved in an erythematous raised eruption with large lakes 
of subcutaneous pus. The process has been comparatively well localized. The 
lesions on his chest and back have not undergone any change. 

Therapy has been varied and ineffective. This included: fifteen injections of 
digest-modified staphylococcus toxoid, the doses ranging from 0.01 to 1.0 cc.; oral 
administration of as much as 4 Gm. of sulfathiazole per day; application of 10 per 
cent sulfathiazole ointment locally; five carbon dioxide slush treatments; adminis- 
tration of vitamin D in doses up to 50,000 U. S. P. units daily; local application 
of white lotion N. F.; an acne diet; application of chlorhydroxyquinoline (quinolor 
ointment) ; surgical therapy of acne; wet dressings of d’Alibour water (solution of 
zinc and copper sulfates); infra-red radiation therapy; thyroid in doses up to 
3 grains (0.2 Gm.) per day, and intravenous injections of killed typhoid bacilli, 
with resultant pyrexia. A general physical examination by Dr. William S. Kuder 
and several urinalyses revealed no abnormalities. A chronic prostatitis was dis- 
covered and successfully treated by Dr. A. E. Dart. 


DISCUSSION 

Dr. MERLIN MAyYNArD, San Jose, Calif.: I should like to make a provisional 
diagnosis of bromoderma because of the appearance of the lesion. The man is a 
lithographer. He has been exposed to nitric acid, “dragon’s blood” (resin from a 
species of Calamus) and bromides. I suggest that chlorides be given intravenously 
at the time determinations of the blood bromide are made. 

Dr. N. N. Epstein: I think that is a good suggestion. I did not consider 
bromoderma. I thought that the eruption might fall into the class of acne 
conglobata. 

Dr. C. J. LuNnsrorp, Oakland, Calif.: I suggest that a biopsy be made to rule 
out lupus erythematosus. 

Dr. H. V. Attrncton, Oakland, Calif.: I think the eruption resembles lupus 
erythematosus. I wonder whether the follicular lesions on the body, made up of 
grouped, mildly infiltrated and keratotic follicular papules, might be another form 
of tuberculid, perhaps lichen scrofulosorum. 

Dr. F. G. Novy Jr., Oakland, Calif.: This man has obviously had acne for 
many years. I think that ingestion of bromides would account for the whole 
picture. 

Dr. Ervin Epstern, Oakland, Calif.: I cannot deny the possibility of the 
eruption’s being a bromoderma. This possibility will be investigated more fully. 
Clinically, the condition corresponds to pyoderma faciale as described by O’Leary 
and Kierland (O’Leary, P. A., and Kierland, R. R.: Pyoderma Faciale, Arcu. 
DermaT. & SypH. 41:451 [March] 1940, except for its occurrence in a man 
I had hoped to elicit some discussion on this entity. 

Note.—A determination of blood bromide performed after the patient had been 
working in the bromide solution steadily for a week failed to show the presence of 
any bromides. 
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A Case for Diagnosis (Erythema Elevatum Diutinum?). Presented by 
Dr. D. V. OmMENs and (by invitation) Dr. Harotp D. OMENs. 


R. R., a Jewish schoolgirl aged 13, presents an eruption of ten months’ duration 
involving the extremities, especially on the extensor surfaces. There are numerous 
variably sized annular lesions of a violaceous color. They start as pinhead-sized 
papules and gradually enlarge, become depressed in the center and advance by way 
of the periphery. The lesions do not disappear; al! the lesions that have occurred 
are still present. There are no subjective sensations. 

The patient was examined for the first time today; so there has been no time 
for laboratory studies. 

DISCUSSION 

Dr. H. R. Foerster, Milwaukee: The eruption suggested granuloma annulare 
on account of the chronic infiltrate, the raised irregular borders, the slightly 
depressed centers, the indolence of the inflammation and the localization on the 
extensor surfaces of the extremities. There is less infiltration than is usually 
seen in granuloma annulare. 

Dr. S. W. Becker: I think, as Dr. Foerster does, that the disease is possibly 
granuloma annulare. The facts that all the lesions have remained and that they 
are indolent speak against erythema elevatum diutinum. In the latter disease there 
is a polymorphonuclear leukocytic infiltrate and the lesions are more acute than 
these. I should like to see a microscopic section. 

Dr. OxtveR S. Ormssy: In all the years that I have been observing cases I 


do not recall having encountered one of erythema elevatum diutinum. Granuloma 
annulare, on the other hand, is not uncommon. During the last ten years there 
has been some doubt about the disease under consideration being an entity. Recently 
the subject has been revived, and [| believe there is such an entity. This patient 
probably has granuloma annulare. 


Naevus Unilateralis Tardus. Presented by Dr. Ewarp A. OLIver and Dr. 

SAMUEL M. BLUEFARB (by invitation). 

M. K., a white girl aged 7 years, first noticed the lesions on her face about 
six months ago. The lesions consist of erythematous flat patches ranging in size 
from 3 to 10 mm. They are confined entirely to the right side of the face, includ- 
ing the forehead, upper eyelid and side of the nose. There is also a small lesion 
on the upper part of the back. The lesions blanch on pressure. There are no 
subjective symptoms. The patient is presented for therapeutic suggestions. 


DISCUSSION 

Dr. M. H. Expert: I am inclined to disagree with the presenters’ diagnosis. 
I think that this eruption in spite of the fact that it is unilateral is lichenoid. 
Some of the lesions present the same color and appearance as the ones described 
by Drs. Senear and Caro in lichen striatus, though in this case the lesions are 
not so ephemeral. I also disagree with the statement that the color disappears on 
pressure, because there are at least two lesions which on being pressed show a 
definite infiltrate remaining. That has no diagnostic significance but is suggestive. 
In the lesions on the back there is a scaling. I suggest the diagnosis of lichen 
striatus. 
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Dr. James H. MircHeELL: My observations are completely in accord with Dr. 
Ebert’s. The lesions are lichenoid and do not disappear on pressure, and there js 
some scaling. I think there is something more than a mere nevus. 

Dr. Upo J. Wire, Ann Arbor, Mich.: I should like to disagree with the diag. 
nosis. The lesion has been present for only six months, and I do not believe one 
could rule out an early lupus erythematosus. 

Dr. M. J. Reuter, Milwaukee: I think there are atrophy and follicular 
plugging. Some of the lesions suggest lichen sclerosus et atrophicus, especially 
on the back of the neck. 

Dr. S. RoTHMAN (by invitation): The lesions on the face are distributed along 
the three branches of the trigeminal nerve. This pattern is rather suggestive for 
systemic (“zoniform”) nevus even though there is a fourth group of telangiec- 
tases outside of the area of the fifth nerve. 

Dr. Epwarp A. Oxtver: The day I saw this patient I had observed a typical 
case of Dr. Senear’s of lichen striatus. I am certain that this patient’s condition 
is not lichen striatus. 


Pachyonychia Congenita. Presented by Dr. M. H. Esertr and Dr. A. H. 

SLEPYAN (by invitation). 

A Negro girl aged 5 years, weighing 33% pounds (15 Kg.), has had an eruption 
since the age of 2'%% years. The cutaneous changes are symmetrically distributed 
and are most evident on the extremities. The palms and to a lesser extent th 
soles are thickened. On the palms and palmar aspects of the fingers there are 
several keratotic plugs the size of matchheads resembling verrucae. There ar 
considerable hyperkeratosis and pigmentation on the elbows and knees, in the 
axillary, gluteal and popliteal regions and in the area of the achilles tendon. There 
is follicular hyperkeratosis on the shins as well as on the dorsal surfaces of the 
proximal phalanges of the fingers. The remainder of the skin is xerotic. 

The toe nails present transverse ridging, leukonychia and distal thickening; the 
finger nails show leukonychia. 

There are moderate cheilosis and scaling of the vermilion border of the lips, 
with fissues at the angles of the mouth. 

The dorsum of the tongue shows several confluent bald spots. There are leuko- 
plakic patches on the buccal mucosa. 

According to the mother, the child rubs her skin off easily in play. On the 
left knee there remains the dried relic of a ruptured bulla. 

The family history is essentially normal; two other children are free of any 
cutaneous disturbances. 

DISCUSSION 

Dr. S. W. Becker: This is certainly an unusual picture. So-called verruca- 
like lesions on the palms and soles I think represent keratosis punctata, which 
on rare occasions is seen in persons starting to work on whose palms calluses 
develop. There was follicular plugging on the dorsa of the second phalanges of 
the fingers, which suggests pityriasis rubra pilaris, and also there was keratosis 
on the knees, which suggested the same diagnosis. There is thickening of the 
skin on the sides of the neck and in the axillas which suggests acanthosis nigricans 
Possibly all these together make the diagnosis of pachyonychia congenita. 

Dr. Upo J. Wire, Ann Arbor, Mich.: The general hyperkeratoses of the 
palms and soles and the small pluglike keratotic lesions suggest the possibility 
that this child might have received arsenic in some form. 

Dr. Otiver S. Ormssy: Are other members of the family affected? 

Dr. Maurice OppENHEIM (by invitation): I thought the condition belonged in 
the group of congenital dyskeratoses. The very small lesions are similar to tl 
palmar-plantar keratoses, as in keratoma hereditarium dissipatum palmare (Brauer 
In the presented case there is a combination of lesions on the elbows, the mucous 


) 
i€ 





SOCIETY TRANSACTIONS 317 


membranes and the palms and soles. I believe that one can consider this disorder 
as a special form of dyskeratosis congenita. Every case is different. 

Dr. MicHAEL H. Expert: As far as I have been able to discover, this child is 
the only member of her family with such lesions. When we first saw her, three 
weeks ago, we considered several diagnoses. Avitaminosis A was suggested 
because there was much evidence of follicular hyperkeratosis. Pityriasis rubra 
pilaris was also considered, but the peculiar follicular keratoses on the palms and 
soles as well as the oral changes do not fit in with this diagnosis. We did not 
obtain a history of arsenic intake, but the histories are not always accurate. We 
also recalled the rare condition described by Jadassohn and Lewandowsky, pachy- 
onychia congenita. In this disease in addition to the follicular keratoses there are 
a thickening of the nails and leukoplakia of the buccal mucosa together with a 
tendency to blister on slight trauma. The oral changes in this case have not been 
brought out in the discussion. An examination of the child in a good light will 
disclose .leukoplakia on the buccal mucosa and to a less degree on the tongue. 
In the short time we had her under observation we saw blebs form following 
slight trauma on the legs. 

We have presented this case under the title “pachyonychia congenita” because 
this disease is reported in the ArcHIvEs under this title. In our case the term 
pachyonychia does not fit. The nail changes are not sufficient to warrant the 
term. I believe the term used by Erich Schafer in an excellent article on this 
group of disorders (Arch. f. Dermat. u. Syph. 148:425, 1924) might be more 
satisfactory, i. e., congenital dyskeratosis. He accumulated 13 cases from the 
literature and added 1 of his own. In this group he included the cases of 
Jadassohn and Lewandowsky which were reported in 1902. Some of the patients 
in his series exhibited extreme thickening of the nails, while in others the 
changes in the nails were of minor importance. I think there is no question that 
this case belongs in this group. The buccal leukoplakia, cheilitis, perléche, 
follicular hyperkeratosis and keratosis of the palms, soles, knees and elbows, 
with the formation of warty plugs in these areas, together with the tendency to 
form blebs on slight trauma, make the diagnosis certain in spite of the minor 
changes in the nails. 


A Case for Diagnosis (Lupus Erythematosus Profundus?). Presented by 

Dr. MicHAEL H. EBert. 

A Negress aged 56 has been suffering from a deforming arthritis since 1936. 
In July 1938 an erythematous lesion appeared on her nose and cheeks. In two to 
three months she noticed erythematous cherry-sized nodules on the face, body 
and extremities. These lesions improved slightly when she was hospitalized and 
treated for two to three months with quinine. Two years after the onset the 
lesions on the nose and cheek and a few of the nodules on the thighs and arms 
disappeared spontaneously. 

During the summer of 1941, because of a mild exacerbation of the arthritis, the 
patient took daily sunbaths in a bathing suit for two to three hours a day, and 
the following October her present recurrence of lesions developed. 

On the shoulders, forearms and upper parts of the arms and over the scapulas 
there are numerous deep depressions varying from 1 to 5 cm. in diameter. There 
are a few lesions on the thighs. The skin over these depressions is slightly 
atrophic, and one gets the impression that considerable destruction has occurred 
in the subcutaneous tissues. This is particularly noticeable on the sternum, where 
the depressions extend down to the bone. There are a few firm plaques in these 
areas. The skin over these plaques is dull red, and the infiltrate involves the 
cutis as well as the subcutis. The depressions represent former sites of similar 
infiltrated plaques. On the face over the right zygoma there is an infiltrated 
plaque 2 cm. in diameter involving the cutis and subcutis. The skin over this 
area is bright red and exhibits a slight exaggeration of the follicular orifices. 
On the nearby cheek there are two deep depressions similar to those previously 
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described. A firm linear plaque extends down the left side of the nose as {ar as 
the middle of the cheek. There are two bright red finger nail—sized plaques 
between the eyebrows. On the bridge of the nose there is a deep pigmented 
tissue-paper-like scale. Posterior cervical adenopathy is present. There is a 
deforming arthritis of the fingers. 

The hemogram showed 2,990,000 erythrocytes, 54 per cent hemoglobin and 
4,400 leukocytes, with a differential distribution of 67 per cent polymorphonuclear 
leukocytes, 27 per cent lymphocytes and 5 per cent eosinophils. The Wassermann 
and Kahn reaction of the blood were negative. Chemical examination of the 
blood and urinalysis gave normal results. Roentgenographic examination of the 
lungs, arms, fingers and toes showed them to be essentially normal. Tests with 
old tuberculin in dilutions of 1: 100,000 and 1: 10,000 elicited negative reactions. 

Histologic examination of a lesion on the cheek showed pathologic changes in 
all areas including the subcutaneous fat. The epidermis was thin, and the papillae 
were flattened completely. There was some edema of the basal layers.. In the 
subpapillary layer of the corium there was homogenization of the collagen. There 
was a round cell perivascular infiltrate in the upper and lower layers of the 
corium. The large vessels of the deep portion of the corium were involved. The 
walls were edematous and infiltrated with lymphocytes and polymorphonuclear 
leukocytes. There was a perivascular infiltrate of the same type about these 
vessels. Some of the subcutaneous fat was replaced by an infiltrate made up of 
lymphocytes and polymorphonuclear cells. The elastic tissue was involved in the 
upper part of the corium. 

DISCUSSION 

Dr. Oriver S. Ormssy: Some time ago this particular type of disease was 
considered to be a deep variety of lupus erythematosus. I presented a case of it 
before the American Dermatological Association in 1914, which was discussed by 
Dr. Arndt. There were typical lupus erythematosus of the scalp and face for 
several years before deep nodules and plaques developed on the face and other 
areas. I presented the case as one of sarcoid developing into lupus erythematosus. 
Dr. Arndt stated that some of his colleagues classed such conditions as lupus 
erythematosus profundus, while others considered them to be sarcoid. Bechet 
(Bechet, P.: Lupus Erythematosus Hypertrophicus et Profundus, Arca. DeRMaAt. 
& SypuH. 45:33-39 [Jan.] 1942) reported such a case in which the histologic pic- 
ture suggested sarcoid. 

Dr. Upo J. Wire, Ann Arbor, Mich.: This woman had arthritis in her 
right arm. 

Dr. MicHareL H. Expert: These are not the typical changes one sees with 
3esnier-Boeck sarcoid. 


Dr. Epwarp A. OLiver: Was a roentgenogram of the chest made? When I 
saw the patient at Northwestern a month or so ago she said she was an old patient 
at the University of Illinois, where she was treated for asthma. 


Dr. THEODORE CORNBLEET: A tuberculin test with a dilution of 1: 10,000 
elicited a negative reaction, which speaks for sarcoid. 

Dr. ALFRED B. FALk (by invitation): The roentgenogram of the chest was 
normal. 

Dr. Upo J. Wire, Ann Arbor, Mich.: The extreme degree of atrophy on the 
arms is something I have not seen before in cases of sarcoid. 

Dr. HERBERT RATTNER: Some months ago she was given diphtheria toxoid, 
which brought on a febrile reaction and joint pains. Solution of potassium arsenite 
U. S. P. caused infiltration of the lesions. 

Dr. S. W. Becker: When I first saw the patient I thought of foreign body 
tumors, but a second examination showed atrophy. I looked through the sections 
carefully, and there was nothing suggestive of sarcoid. There was a round cell 
infiltrate, and there was a tremendous amount of necrosis, which certainly does 
not occur in sarcoid. In lupus pernio one sometimes sees this atrophy but not in 
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I wonder whether there could be two conditions in this case. Even 


sarc id. 
she may have lupus erythematosus, might she not also have a primary 


though 


condition such as subcutaneous fat necrosis in the dermis and subdermis followed 


by this extensive necrosis? 

Dr. Uno J. Wie, Ann Arbor, Mich.: From where was the specimen for 
biopsy taken? 

Dr. M. OrsuKa (by invitation): A biopsy specimen was taken from the right 
side of the cheek and another from the deltoid region of the right arm. 

Dr. MicHAEL H. Expert: The diagnosis of lupus erythematosus profundus was 
used to stimulate discussion. My first impression was like that of Dr. Becker, 
that the lesions were foreign body tumors from some injected material which had 
been absorbed, leaving the depressed atrophic areas. Histopathologically this 
diagnosis was not borne out. Histologic examination of the specimen from the 
face was most interesting. There were changes in all levels of the skin, including 
the subcutaneous fat, which was replaced by round cells, such as the Germans call 
Wucherung atrophy. The deep vessels of the skin were affected as one would 
expect in subcutaneous hematogenous tuberculosis. The confusing feature is the 
homogenization of collagen and destruction of elastica in the upper part of the 
corium. I cannot say that all the changes essential to a diagnosis of lupus 
erythematosus were present, but there are far more than might be due to senile 
degeneration. This and the clinical appearance of the lesions on the face make the 
problem difficult. I could find nothing in the histologic picture to support a diag- 
nosis of sarcoid. 


A Case for Diagnosis (Erythema Induratum?). Presented by Dr. Maurice 

OpPENHEIM (by invitation) and Dr. D. CoHen (by invitation). 

M. J., a woman aged 32, presents lesions of eight years’ duration on both legs 
anteriorly and posteriorly. The lesions consist of nodes varying in size up to 
that of a 50 cent piece; they are not sharply outlined, and some have round 
ulcerations in the center and undermined edges. There are many scars of old 
lesions which are soft, depigmented in the center and hyperpigmented in the 
periphery. These scars vary in size from that of a pea to that of a finger nail 
and are irregularly contoured. 

She had pleurisy in 1938. 

A roentgenogram of the chest revealed some calcareous deposits in the hilus 
and at the periphery of the lungs. The reaction to a Mantoux test was 2 plus 
and the Pirquet reaction 3 plus. 

DISCUSSION 

Dr. THEODORE CORNBLEET: I see no lesions on the calves of the legs. The 
entire eruption is on the shins. The lesions do not seem to me to be deep enough 
for erythema induratum. In the latter disease the lesions start in the subcutaneous 
tissue. The scars themselves look rather punched out, so the possibility of 
syphilis should be considered. 

Dr. Epwarp A. OLIvER: I should like to disagree with Dr. Cornbleet. I saw 
a young woman last week whom I had previously seen several years ago with 
typical lesions of erythema induratum on the posterior aspects of the legs. This 
time she presented lesions of erythema induratum on the anterior aspects of the 
legs and on both arms. Lesions of erythema induratum often occur on the anterior 
and lateral aspects of the legs. I think this patient presents a fairly good example 
of erythema induratum. 

Dr. CLEVELAND WuiteE: I agree with the diagnosis of erythema induratum. 
There was a history of iodine and bromide ingestion, but there is no clinical evi- 
dence here of any drug eruption. 

Dr. FrepertcK R. Scumipt: From a therapeutic standpoint I am interested in 
this case because I have a young woman as a patient who had had similar lesions 
for eight years, during which time I had given all the modalities of treatment 
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without success. Last year I found out thiat she always had exacerbations jp 
October and November with the onset of cold weather. Therefore, this year | 
started before the lesions came on, in September, to try to prevent chilling py 
having her wear two pairs of stockings and take contrast baths and by giving her 
weekly injections of gold sodium thiosulfate. I saw her last week, and this js 
the first year she has remained free of the lesions. The idea of the treatment js 
to prevent vascular spasm with secondary stasis of blood. 

Dr. MAvurRICcE OPPENHEIM (by invitation): I agree with Dr. Cornbleet <hat 
this is an unusual case, but I disagree with him that the patient has syphilis, 
The ‘duration is eight years. The location of the scars of the left leg is on the 
posterior surface of the leg, the typical location of erythema induratum. The 
patient had pleurisy and now has a highly positive tuberculin reaction. Against 
the diagnosis of iododerma are the clinical aspect and the fact that the patient 
took the iodide in small doses after the onset of the disease. I am sorry that the 
histologic examination was too superficial; I could not see epithelioid cells, only 
sharply limited groups of round cells, with giant-cell-like formations. Some of 
the more superficial lesions and scars simulate efflorescences of tuberculosis 
papulonecrotica. Such cases are much more frequent in Vienna. It is not 
unusual to find the erythema induratum on the extensor surfaces of the legs: 
therefore, I maintain my diagnosis of tuberculosis and atypical erythema induratum. 


Leprosy (Endemic in a Negro). Presented by Dr. R. H. Scutt (by invitation). 


R. N., a Negro aged 54, was referred by an ophthalmologist to determine 
whether or not the cutaneous condition of the face had anything to do with the 
ocular complaints. For over a year the patient has complained of photophobia 
and a gradual loss of vision. At this time the skin of the face appeared bronzed 
and swollen, with the eyebrows slightly overhanging the globes of the eyes and 
showing some alopecia. 

At present the cornea is cloudy and the conjunctiva a beefy red. The arms, 
trunk and thighs show circular, circinate and gyrate patches and superficial 
plaques with elevated continuous or broken borders, of variable dimensions, rough 
and hyperpigmented. The centers of the circular lesions are atrophic and 
achromatic. There is atrophy of the muscles of the hands. 

The patient formerly lived in New Orleans, where he worked as a laborer 
loading coffee from the boats to freight cars. He has been living in Chicago 
for twenty-two years. About four years ago he noticed some recurring red 
patches on the skin with little subjective sensations. At one time, he states, there 
were some large swellings on the neck, which gradually disappeared. 

Repeated Wassermann, Kahn and Hinton tests elicited negative reactions. The 
blood count and differential distribution were normal. The urine was normal. 
The intraocular tension was 26.5 in the right eye and 17 in the left eye. 

Histologic examination of a section taken from the elevated border of a lesion 
on the left forearm showed the epithelium thinned from pressure and a nodular 
infiltrate of the corium composed of epithelioid and connective tissue cells, inter- 
mingled with some large clear cells. The Ziehl-Neelsen stain showed the content 
of these cells to contain an acid-fast organism. 


DISCUSSION 

Dr. OxiveR S. Ormssy: The point of most interest at present in cases of 
this kind concerns treatment with diphtheria toxoid. About two years ago Collier 
and McKean (Collier, D. R., and McKean, J. H.: The Use of Diphtheria Anti- 
toxin and Toxoid in the Treatment of Leprosy, Thai Sc. Bull. 2:117-125 [April] 
1940) treated several hundred lepers with diphtheria toxoid with excellent results. 
Within a short time the nodules and plaques would disappear and other symptoms 
would respond unusually well. As a matter of fact, the improvement was greater 
than with any treatment previously advocated. This method was given a thorough 
trial in the United States Marine Hospital, National Leprosarium, Carville, La., 
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during 1941, when 200 patients were treated under careful supervision, together 
with a number of controls, with disappointing results (personal communication 


jrom Dr. G. H. Faget, medical officer in charge). Dr. Frederick Reiss, in a 
personal communication to Dr. W. H. Feldman, also reported disappointing results 
with diphtheria toxoid in Copenhagen, Denmark, and Dr. Wade (editorial, /nternat. 
J. Leprosy 9:229-235, 1941) stated that the treatment was purely in the experi- 


mental stage. 
Another point of interest concerns etiology. Collier (Collier, D. R.: Inocula- 


tion of Monkeys with Leprosy Following a Diet of Puah (Colocasia), Thai Sc. 
Bull. 2:101-107 [April] 1940) reported the successful inoculation of monkeys with 
leprosy following a diet of colocasia, which plant is supposed to injure the adrenals 
and predispose to leprosy. The diphtheria toxoid treatment was suggested on 
these etiologic grounds. 

Dr. MAURICE OPPENHEIM (by invitation): A year ago, at a meeting of the 
Chicago Dermatological Society, there was presented a case of leprosy with 
intense atrophy of the skin of the extremities. During my stay in the leper home, 
Matunga, in East India, I observed among 376 cases of leprosy 20 in which there 
was the typical aspect of idiopathic cutaneous atrophy, which I described in the 
ArcHIVES in 1903. In the presented case I was interested to see a central area 
of atrophic skin surrounded by annular infiltration. This central area shows a 
cigaret-paper-like quality of the skin with fine scaling, as one finds in macular 
atrophy of the skin. The typical leprosy infiltration of the skin heals with a 
macular atrophy, as is seen in cases of dermatitis atrophicans maculosa. 


Circumscribed Myxedema. Presented by Dr. S. W. Becker and Dr. S. 

RoTHMAN (by invitation). 

G. M., a 56 year old- man, had a postoperative thrombosis in the left thigh 
following an appendectomy twenty-six years ago. Since that time his left leg 
has been swollen. For the last twenty years he has had varicose veins and stasis 
dermatitis. Three years ago symptoms of toxic goiter developed, with a basal 
metabolic rate of +60 per cent, and thyroidectomy was performed. Since that 
time the patient has been in good health. One and a half years ago nodules 
developed above both ankles symmetrically and grew slowly. They have not 
changed in the last months and have not caused subjective symptoms. 

In addition to the varicose veins and stasis dermatitis, there are hard, non- 
pitting cutaneous nodes, 1 to 3 cm. in diameter, spherical, oval or irregular in 
shape, above the malleoli on the extensor and side surfaces of the lower third of 
both legs. The surface of most of the lesions is smooth and slightly erythematous. 
Some of them, however, show small papular elevations on their surface. 

Physical and laboratory examinations did not reveal any pathologic changes. 
The basal metabolic rate was +1 per cent. The Kahn reaction was negative. 
At biopsy oozing of some mucinous liquid from the wound was observed. 

Histologic examination showed separation of collagen bundles between which 
strands of coagulated fluid were seen, which stained blue with mucihematin. 


DISCUSSION 

Dr. CLEVELAND WuiteE: I observed a young man who clinically and micro- 
scopically had a circumscribed myxedema of one leg following thyroidectomy. 

Dr. FrepericK R. Scumipt: I presented a case of solid edema of the legs 
at a meeting of this society about a year ago. The appearance of the skin was 
leathery and entirely different from that of this patient today. I have learned 
that circumscribed myxedema may present various clinical aspects. 

Dr. HERBERT RATTNER: Does this condition appear elsewhere than on the legs? 

Dr. THEODORE CORNBLEET: Since localized myxedema may arise during the 
stage of hyperthyroidism, before the thyroid is removed, the term localized 
cutaneous dysthyroidism may be a likely one. 
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Dr. Upo J. Wite, Ann Arbor, Mich.: I have had a rather paradoxic exper;- 
ence with 2 or 3 cases of circumscribed myxedema. There is no doubt that the 
lesions are due to removal of the thyroid and to the correspondingly low basal 
metabolic rate. Curiously, the administration of thyroid in such cases has been 
of no benefit. Once it is established, localized myxedema seems to be a fixed 
condition. 

Dr. Epwarp A. OLiver: Previous to Dr. O’Leary’s report on this type of 
case I encountered 3 of them at the Cook County Hospital, in which the condition 
followed thyroidectomy. I administered thyroid in all 3 cases, with no improvement. 


Dr. MicnHaeL H. Esert: Some years ago I was called in consultation by 
Dr. Tice in one of the medical wards of the Cook County Hospital to observe a 
case of hyperthyroidism in which there was a peculiar eruption on the shins. It 
was even more pronounced than in the case just presented. The nodules were 
leathery and edematous. Histologic examination verified the clinical diagnosis of 
localized myxedema. Dr. Tice said he had seen this condition many times previ- 
ously but had not thought of it in relation to goiter. I am sorry that none of the 
members of the Mayo Clinic are present, because they are familiar with this 
disease and have done a great deal of work on it. I remember one of their 
statements, that the disease usually occurs in patients who have had cardiac 
decompensation as a result of thyrotoxicosis. Strangely, this localized myxedema 
frequently occurs when the basal metabolic rate is still high. 

Dr. S. RotHMAN (by invitation): As Dr. Ebert pointed out, the history in 
cases of this kind regularly reveals diffuse edematous swelling of the legs prior 
to the appearance of myxedematous nodules. The case of Handley and Downing 
(ArcH. DERMAT. & SypH. 40:374 [Sept.] 1939) is an exception to this rule. In 
the cases of O’Leary (ibid. 21:57 [Jan.] 1930) the edema was of cardiac origin. 
In the case just presented the edema was due to thrombosis of the femoral vein 
and to subsequent varicosities. Like Dr. Omens, Dr. Becker and _I observed 
changes in the size of the nodules. Apparently they become more prominent if 
the diffuse edema of the leg is more intense. Dr. Cornbleet is correct in stating 
that in most cases described in this country the nodules developed during the 
toxic stage of hyperthyroidism with a high basal metabolic rate; however, in 
Europe quite a few cases have been published in which they developed after 
thyroidectomy. Anyway, it is doubtful whether pathogenetically this condition has 
anything in common with the generalized myxedema seen in cases of hypo- 
thyroidism. The circumscribed myxedema does not respond to thyroid administra- 
tion. Accumulation of mucinous liquid in visible droplets, as observed in our 
case, does not occur in generalized myxedema. In the case presented we shall 
probably be able to collect enough mucinous fluid for chemical examination. 


A Case for Diagnosis (Dermatitis Exfoliativa Chronica? Pityriasis Rubra 
Hebra?). Presented by Dr. Maurice OppeENHEIM (by invitation) and 
Dr. D. CoHEN (by invitation). 


T. S., a white man aged 81, shows the entire skin covered by layers of scales 
partly attached and partly dropping off. The skin is red with a brownish tinge. 
On the breast and abdomen there are irregularly spaced areas of hyperpigmentation 
simulating freckles. Nearly all of the skin shows wrinkling. In the dorsal, 
lumbar and axillary areas atrophy is present. The palms are hyperkeratotic with 
rhagades. The soles are partly atrophic and covered by scales. The nails are 
partly rough and scaly, showing parallel fissures. The luster is gone, and the 
free margin is thickened. The bald scalp shows branlike desquamation and crusts 
due to scratching. The subcutaneous veins are prominent, especially on the 
dorsal surfaces of the hands. The inguinal and femoral glands are indurated. 
The mucous membranes are not involved. There is a subicteric tinge of the 
scleras. 

This condition began eight years ago on the toes and gradually spread over 
the entire body. 
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Examination of the blood showed 4,180,000 erythrocytes, 13.8 Gm. of hemo- 
globin per hundred cubic centimeters and 9,200 leukocytes, with 58 per cent poly- 
morphonuclear neutrophils, 13 per cent eosinophils, 28 per cent lymphocytes and 
1 per cent basophils. The urine was normal. 


DISCUSSION « 

Dr. Upo J. Wie, Ann Arbor, Mich.: I will open the discussion on this case 
and on the whole subject of pityriasis rubra Hebra. I think the older writers 
probably grouped under this name a large number of conditions that are recognized 
today as various forms of scaling erythrodermas. A number of patients shown 
to me several years ago in Europe as having pityriasis rubra Hebra really had 
eczema and psoriasis. The only point I wish to raise is whether pityriasis rubra 
Hebra is still a tenable diagnosis or whether it is just a name for a morphologic 
picture of extensive thickening and dermatitis. I think this case should be properly 
investigated for causes which might bring the disease into another classification. 
It certainly does not look as if the underlying cause was lymphoblastoma. 

Dr. Epwarp A. OLIveR: This type of erythroderma is familiar; it goes on 
and on, showing little improvement and not getting much worse. Repeated blood 
counts vary little from the normal. Biopsies in cases of this kind give little added 
information, and the condition is labeled generalized erythroderma of the lympho- 
blastoma group. In such cases are found decided enlargement of the inguinal, 
axillary and epitrochlear lymph nodes. This case might fall into the group of 
cases described by Combes and Bluefarb. Dr. Bluefarb is here, and I know he 
would like to discuss this case. 

Dr. SAMUEL M. BLUEFARB (by invitation): To the list of the lymphoblastomas, 
namely, lymphosarcoma, Hodgkin’s disease and the leukemias, I should like to 
add a new member: giant follicular lymphadenopathy. Dr. Combes and I (Giant 
Follicular Lymphadenopathy: Association of Giant Follicular Lymphadenopathy 
and Its Polymorphous Cell Sarcoma Derivative, Symmers’ Disease, with Lesions 
of the Skin, ArcH. Dermat. & SypnH. 44:409 [Sept.] 1941) reported on a series 
of patients who were admitted to Bellevue Hospital with a scaly dermatitis and 
who, in spite of all forms of local treatment, subsequently had erythroderma and 
some eventually exfoliative dermatitis. Clinically the disorder resembled some 
member of the lymphoblastoma group. All known laboratory tests, including 
blood counts and microscopic examination of the skin and lymph nodes, failed to 
reveal Hodgkin’s disease, lymphosarcoma or leukemia; however, microscopic exam- 
ination of the lymph nodes showed a characteristic picture in that there was a 
numerical and dimensional hyperplasia of the lymph follicles. Silver stain prep- 
arations showed the presence and persistence of the extrafollicular fibrils, whereas 
in the other members of the lymphoblastoma group these fibrils were gone. The 
prognosis is much more favorable in comparison with the other members of the 
lymphoblastoma group. It was our impression that these patients did best when 
the treatment, which consisted of roentgen therapy, was directed primarily to the 
lymph nodes and not to the skin. 

Dr. MaurIceE OppENHEIM (by invitation): The textbooks of Ormsby and the 
majority of the American authorities give two forms of erythroderma or dermatitis 
exfoliativa: the Wilson-Brocq type and pityriasis rubra (Hebra-Jadassohn). The 
first case presented, with the duration of eight years and the gradual and slow 
progression and atrophy, which might be increased by the old age of the patient, 
is one of so-called pityriasis rubra of Hebra. I agree with Dr. Wile that there 
is no evidence that pityriasis rubra (Hebra-Jadassohn) is a special form of derma- 
tits exfoliativa. There are primary and secondary types of dermatitis exfoliativa 
chronica. The secondary types are generalized psoriasis vulgaris, eczema chronica, 
lichen planus and lichen ruber acuminatus frequently following an irritating 
treatment, as in patients with psoriasis vulgaris acuta treated with chrysarobin. 
It is possible that the cases of pityriasis rubra pilaris are ones of generalized 
lichen ruber acuminatus. The primary types form two groups: dermatitis exfolia- 
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tiva as a prestage of granuloma fungoides, lymphogranulomatosis, etc., and the 
two forms of dermatitis exfoliativa. The differences between these two forms 
are not so significant; dermatitis exfoliativa (Wilson-Brocq) is more infiltrative 
and does not lead to atrophy; pityriasis rubra (Hebra-Jadassohn) has significant 
atrophy and ends fatally. The wonderful work of Jadassohn on pityriasis rubra 
Hebra, in which he concluded that in the majority of the cases the disease was 
caused by tuberculosis, is well known. 

The patient just presented has no signs of tuberculosis; he is 81 years old and 
feels well with the exception of the itching. The histologic changes are not 
significant: parakeratosis, edema of the papillary layer and lymphocytic infiltration 
of papillary and subpapillary layers. I agree with Dr. Wile about eliminating 
the term pityriasis rubra Hebra and calling such an entity dermatitis exfoliatiya 
chronica. 

Dr. Uno J. Witz, Ann Arbor, Mich.: There might be another possible reason 
for discarding the name pityriasis rubra Hebra in that it confuses the younger 
students in dermatology. To them pityriasis rubra pilaris would be the disease. 
I believe that pityriasis rubra Hebra is a misnomer and that it might well be 
discarded in an attempt to make the classification of cutaneous disorders a little 
more clear. 

Dr. S. RoTHMAN (by invitation): In addition to Dr. Wile’s arguments against 
the use of the term pityriasis rubra Hebra, I may add that the confusion has been 
increased by the assumption that this form of exfoliative dermatitis is of tuber- 
culous causation. 
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Scleroderma (Seventeen Years’ Duration). Presented by Dr. Eucene F. 

TRAUB. 

C. C., a woman aged 52, was first seen at the New York Skin and Cancer 
Hospital because of scleroderma almost seventeen years ago. The process has 
been slightly progressive in some areas and has shown remissions in other areas 
without treatment. The Wassermann reaction had been repeatedly negative. 
Examination of the urine showed no abnormalities, and the basal metabolic rate 
in 1935 was + 22 per cent. The reason for presentation of this patient is to show 
that the disease apparently has had little, if any, effect on the general health. It 
has been stated that the prognosis in such cases must be guarded because the 
disease is related to periarteritis, which may affect the vessels of the kidney, the 
adrenal glands, the heart, the brain or the other organs, as well as the skin. It 
has been mentioned by Dr. Duryee that among the 11 fatal cases he had observed, 
in at least 2 or 3 the kidneys had been extensively involved and in 2 others the 
adrenal glands. 

DISCUSSION 


Dr. A. Benson CANNON: I had never thought of the generalized or localized 
form of scleroderma as being fatal until a few years ago, when a patient of mine 
with the disease was given only five months to live by a well known internist. 
She committed suicide about twelve years later. I have observed patients with 
generalized scleroderma for more than twenty years, and I have never known 
any one to die from the disease, although one may succumb to an acute infection, 
such as pneumonia, which could be interpreted as a terminal process. I have had 
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a number of cases of arrested or cured generalized scleroderma, and I think it is 
generally conceded that the localized form (morphea) is almost invariably cured. 
Many of you will recall the interesting lecture on generalized scleroderma given 
before the Section of Dermatology at the meeting of the Academy of Medicine 
by Dr. Walter Timme in 1919, in which he showed many excellent photographs 
of patients with cured and arrested scleroderma who had been treated with 
thyroid. I have always maintained that one might expect a fair degree of success 
with adequate treatment, such as an appropriate glandular extract, massage, exercise 
and a high vitamin diet; not infrequently either an arrest or a cure of the process 
is obtained. 

Dr. Georce M. MacKeEe: It has been my experience and it is my impression 
that patients with morphea, diffuse scleroderma and acrosclerosis have the same 
longevity as do normal persons. I think that most patients with scleroderma die 
eventually of an intercurrent disease. I have not found them more susceptible to 
infection than normal persons. 

Dr. EpwarD R. Maroney: I too have always felt as the previous speakers 
do. i Lave never known of patients with this disease dying after a short time. 
Most of them go on for a long time, as Dr. MacKee said, and die of some 
intercurrent disease. 

Dr. Howarp Fox: I think that it would be agreed that localized scleroderma 
(morphea), even when it is extensive, is a comparatively harmless disease and 
that it may eventually undergo spontaneous involution. This occurs, however, 
only after many years. The previous speakers have apparently discussed the 
progressive type of scleroderma, which may cover a large part of the body. Even 
this type of the disease in my experience is only occasionally fatal and never rapidly 
so. The cause of death is usually some intercurrent disease, rather than the 
scleroderma. 


Dr. Frep WIsE: Visceral lesions associated with both the circumscribed and 
the diffuse variety of scleroderma have been described by several observers 
(Murphy, J. R.; Krainin, P.. and Gerson, M. J.: Scleroderma with Pulmonary 


Fibrosis, J. ‘A. M. A. 116:499-501 [Feb. 8] 1941). 

Dr. Paut E. Becuet: That localized scleroderma, even though extensive, 
does not affect the general health, is beyond cavil. On the other hand, I cannot 
subscribe to the belief that this holds equally true tor the progressive type of 
scleroderma with muscular atrophy and osseous changes. I have observed a fatal 
case. The patient, a girl aged 12 years, in Dr. C. M. Williams’ service at the 
old New York Skin and Cancer Hospital, was completely bedridden and eventu- 
ally died as a direct result of her scleroderma, muscular atrophy and osseous 
involvement (ArcH. Dermat. & SypH. 9:187 [Feb.] 1924). 

Dr. J. GARDNER HopxKins: I wonder, as Dr. Wise does, whether the internist 
who has been cited has not observed cases of some other disease and an incidental 
or secondary scleroderma and formed his opinion from these. It seems important 
to have in the record that ordinary typical scleroderma has a good prognosis for 
life, because it would be very unfortunate if it became the general medical impres- 
sion that for patients afflicted with scleroderma a fatal outcome was probable. 

Dr. Howarp Fox: In regard to symptoms referable to other organs than the 
skin, I have followed a patient with a rather mild type of progressive scleroderma 
who has been studied at the Mount Sinai Clinic and lately by Dr. James Alexander 
Miller. The patient’s chief complaint is a most annoying bronchitis, for which no 
cause has yet been found. 

Dr. George M. MacKee: Dr. Miller told me about the case which Dr. Fox 
just mentioned and also about the case reported in the literature which Dr. Wise 
mentioned. He asked me for some cases of the progressive type of scleroderma 
to study, and I have been able to refer a few to him. He has studied them from 
the roentgenologic standpoint and thus far has found no sclerosis in the lungs. 
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Dr. Eucene F. Traus: Dr. Duryee was cited as having said that the prog- 
nosis was not good with morphea as well as with scleroderma, both diseases 
having been grouped together. He was cited as having said that the expectancy 
of life was five years. I called this statement to his attention, and he said he 
had been misquoted. He was misquoted only in this respect, that the expectancy 
of life is guarded for five years from the time of onset of the disease. He looks 
on the whole process as periarteritis, a vascular disease in other words, affecting 
the vessels of the kidney, brain, heart and other organs. Of 140 cases, he had 
observed 11 fatal cases, which is a mortality of about 8 per cent in the five year 
period. Of course, a number of the patients died of other diseases and of other 
complications, but those were not counted in making up this mortality rate of 
8 per cent. According to the opinion of members of the medical department. 
morphea or localized scleroderma and scleroderma in general are lumped together 
as having an 8 or 9 per cent mortality from internal involvement of the disease 
itself, rather than from the complications. 


Dr. GeorcE M. MacKee: I wonder if the diagnosis was always correct, 
whether sarcoidosis was eliminated and whether death might have been due to 
complications or other diseases. 


Dr. EuGENE F. Traus: I presume that Dr. Duryee has had the benefit of aid 
from the dermatologic department in making some of the diagnoses. 


Chronic Benign Familial Pemphigus. Presented by Dr. J. FRANK FRaser. 


R. U., a man aged 30, came to the New York Skin and Cancer Hospital in 
1941 with an eruption which had first appeared in the anal region in 1930. A 
short time later lesions appeared in one axilla. These disappeared after about a 
month, only to break out under the other arm. The back of the neck, the back 
and groins soon became involved. The initial lesion is always a red itching area 
on which vesicles or bullae develop, which rupture in a short time. 

The patient’s paternal grandfather, his father and one of his father’s sisters 
and some cousins had the disease all their lives. There is no familial history on 
his mother’s side. The patient has two sisters, aged 25 and 42 respectively. The 
latter has two healthy sons, aged 5 and 13 years. 

All laboratory examinations, including Wassermann tests, showed no abnor- 
malities. In the past three years the patient has never been entirely free from 
the eruption for more than a month at a time. There has never been any remission 
of the anal lesions. 

The histologic picture was not specific. It was not characteristic of Darier’s 
disease or pemphigus. The principal feature was edema with wide separation oi 
the squamous cells and loss of their prickles. 

Additional data supplied by Dr. Laird S. Van Dyck: The patient had been 
taking sulfathiazole in doses of three tablets a day for six months before he was 
seen by Dr. Van Dyck. He was given four weekly fractional doses of unfiltered 
roentgen rays (75 r), which produced temporary improvement. Twelve injections 
of an extract of adrenal cortex had no visible effect. Vitamin A in doses of 
125,000 to 200,000 U. S. P. units per day seemed to have a favorable effect for 
the first three weeks; then, suddenly, new vesicles appeared in the quiescent areas. 
When the exacerbation occurred, the blood showed 65 units of total carotenoids : 
(normal 50 to 100) and 35 blue units of vitamin A (normal 10 to 20) per hundred 
cubic centimeters. 

DISCUSSION 


Dr. Eucene F. Traus: As far as I can tell clinically, I believe the eruption 
fits into the category of benign bullous dermatitis. The case resembles those we 
reported in most respects. I do not like the term pemphigus. I believe the 
designation chronic benign familial bullous dermatosis would be better. That tells 
the whole story without bringing the term pemphigus into the picture with its 
usual grave implication, which is not applicable in these cases. 
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Dr. Frep WIsE: I believe that this case is an instance of the disease described 
first by the Hailey brothers: pemphigoid disease with a familial history. I am 
disappointed that the section does not show the so-called dyskeratotic changes. 


Dr. GeorceE C. ANDREWS: I accept this condition as an entity and agree with 
the diagnosis. However, I cannot forget the patient presented by me with that 
diagnosis about a year ago, a woman of about 31, with no family history of the 
disease but with a condition otherwise typical in every way (ArcH. Dermat. & 
SypH. 44:498 [Sept.] 1941). We made numerous tests and bacteriologic investi- 
gations. She reacted strongly to streptococcus vaccine. She had been told once 
that she had a streptococcic pyelitis. Four cultures of catheterized urine specimens 
showed anaerobic streptococci. She consulted a urologist, who confirmed the 
diagnosis and treated her with sulfanilamide. She has been free from the eruption 
since then, about one year. There was unanimous agreement by the members 
with the diagnosis at the time of presentation. I should like to see this man 
investigated more thoroughly, with cultures of material from the groin and 
axillary lesions, following the technic Mitchell suggested. Sulfathiazole has done 
no good, but I should like to see sulfanilamide tried. Of course, all these anaerobic 
streptococcic infections do not react to the sulfanilamide drugs. The clinical 
appearance of the lesions in the groin and the axillas suggests streptococcic inter- 
trigo. The frequent presence of streptococci in the lesions of all varieties of 
pemphigus and other bullous diseases is unexplained. 

Dr. GeorGE M. MacKee: I agree with the diagnosis, and I base the agree- 
ment on the familial history and the fact that the case has been carefully studied. 
Fungi were not found, and a drug eruption was ruled out. Streptococci were 
found, but that is not necessarily significant. Finally, there is the clinical 
appearance. 

Dr. A. Benson CANNON: I think, too, that this patient has an excellent 
example of chronic familial benign pemphigus. I believe that one should be 
guarded in giving a prognosis in a case of this type because not infrequently all 
lesions disappear after the use of the simplest remedy. I have under observation 
a patient whom I have followed from the time that Dr. Hailey was in my office, 
several years ago. He has remained well for as long as eight months and then 
has reappeared with an acute outbreak of the disease. A thorough study of his 
case was made, and the only positive finding was the culture of Streptococcus 
viridans from clear bullae. I treated him with autogenous vaccine and with 
various sulfanilamide compounds, without benefit. I have seen several other 
patients treated with sulfanilamide, sulfathiazole and sulfapyridine without any 
change in the lesions. On the other hand, such a condition often clears up within 
a few weeks with surgical cleanliness of the parts, application of ammoniated 
mercury ointment, removal of pressure and ultraviolet irradiation. I think that 
the most important element in the treatment of these patients is the removal of 
pressure or friction and keeping the parts clean. 

Dr. J. FRANK FRASER: Some of the pathologists who have examined sections 
from previously reported cases thought that in some respects the microscopic 
picture resembled that of Darier’s disease. I can see no such resemblance in this 
case. Neither can I make a histologic diagnosis of pemphigus. 

Dr. Larrp S. Van Dyck (by invitation): The results of phytopharmacologic 
tests were reported in the toxic zone, 44 per cent and 53 per cent respectively, in 
2 cases described by Frank and Rein (Dyskeratoid Dermatosis, ArcH. DeRMat. 
& Sypu. 45:129 [Jan.] 1942). 


Sporotrichosis. Presented by Dr. Eucene F. TRavs. 

F. B., a boy aged 16, from the New York Skin and Cancer Hospital, attended 
a Boy Scout camp the latter part of December 1941. Both the patient and the 
family are uncertain as to whether there was a tiny pustular lesion on the dorsal 
surface of the right hand before he attended camp. There is no question, however, 
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that when he returned from camp he had a small pustular lesion, which gradually 
increased in size. A large number of satellite lesions developed on the forearm 
and later on the upper part of the arm. The axillary lymph drainage was not 
affected. A biopsy was performed on the lesion on the dorsum of the hand, and 
pus from this site was cultured. Pus was also aspirated from one of the fluctuant 
areas on the forearm and cultured; a growth typical of sporotrichosis developed, 
A microscopic section, however, did not assist in confirming the diagnosis. 


DISCUSSION 

Dr. J. FRANK FRASER: The lesions of sporotrichosis may resemble those of 
squamous cell epithelioma. If this were not a case of proved sporotrichosis, | 
should have entertained the diagnosis of epithelioma for at least one of those 
lesions. 

Dr. R. H. Ruvison: I agree with the diagnosis. 

Dr. Howarp Fox: The age of the patient is against the diagnosis of 
epithelioma. This fact, together with the linear arrangement of nodules, makes 
the diagnosis of sporotrichosis almost certain from the clinical standpoint alone. 

Dr. Eucene F. Traus: When I first saw this boy he apparently had con- 
siderable involvement of the tendon sheaths of the dorsum of the hand. The out- 
line of the tendon sheaths stood out as if they had been puffed up with air, 
Another point that seemed unusual was that the areas of lymph chain involvement 
on the forearm traveled straight up the dorsal surface except for one lateral area. 
I see no other explanation but to assume that somehow or other with the 
branching of the lymphatics one happened to become involved a little off the 
regular course of drainage. Another peculiar feature is that the lymphatic 
involvement extended almost up to the axilla but there was no involvement of 
the nodes or lymphatics in the axilla, as far as I could determine. 

Dr. J. GARDNER Hopkins: Auchincloss has been much interested in carcinoma, 
in what he calls retrograde lymphatic metastasis of carcinoma. That might account 
for the distribution of these lesions. 

Dr. Georce M. MacKee: The case Dr. Fraser mentioned might perhaps have 
been an instance of carcinomatous lymphangitis. Also, if tissue were removed 
from the edge of that ulcer on the hand it might show a histologic picture simulat- 
ing squamous cell epithelioma. 

Dr. Howarp Fox: Does any one know how many cases of sporotrichosis have 
originated in the state of New York? 

Dr. Frep Wise: I believe this is the fourth case reported in the state of 
New York. 

Dr. EuGENE F. Traus: This is the second case I have encountered in Long 
Island recently, but the earlier case was not reported. 


Rosacea-Like Tuberculid of Lewandowsky. Presented by Dr. Frep WISE. 


D. N., a woman aged 30, referred by Dr. Charles Kemm Good, registered at 
the New York Skin and Cancer Hospital on Jan. 29, 1942, presenting cutaneous 
lesions of five years’ duration. She gave no history of previous cutaneous diseases. 
She has been accustomed to eating hot, spicy and salty foods. Her general health 
has been good. The patient thinks that the lesions started first on both malar 
regions, spreading slowly and progressively on the cheeks and then on the fore- 
head. These patches have at times almost entirely cleared up, the last time about 
two months ago. There are no subjective symptoms. 

On the middle two thirds of the face, symmetrically involving the forehead, 
eyebrows, root of the nose, malar regions, chin and anterior two thirds of the 
mandibles, are fairly well marginated, erythematous patches, from about 1 to 6 cm. 
in size, some covered with faint scales. In these patches are pinhead-sized to 
match head-sized, discrete and coalesced, slightly raised, brownish red papules. 
There is some telangiectasia but no atrophy. On diascopic pressure the lesions 
are easily compressible, leaving yellowish brown spots. 
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Routine laboratory tests gave essentially normal results. The hemogram 
showed 3,740,000 erythrocytes and 11,500 leukocytes, with 5 per cent monocytes 
and 4 per cent band forms. The chemical examination of the blood for serum 
proteins showed no abnormalities except for 3.5 per cent of globulin (normal, 
2? to 3 per cent) and an albumin-globulin ratio of 1.1 (normal, 1.6 to 2.0:1). The 
sedimentation rate was 10 mm. per hour (normal for females 15 mm. per hour, 
Westergren method). Intracutaneous tests with tuberculin gave the following 
1: 100,000 dilution, 1 plus reaction, and 1: 10,000 dilution, 1 to 2 plus 
reactions. The Moro test gave a 3 plus reaction. Examination of the chest did 
not reveal any pulmonary disease. 

A histologic section examined by Dr. Charles F. Sims was diagnosed as 
“suggestive of rosacea-like tuberculid of Lewandowsky.” The description was as 
follows: The epidermis was flattened and the rete pegs were absent throughout 
the section. In one part of the section there was a follicle, and on either side of it 
there was a cellular infiltration, fairly localized, composed of small round cells, 
wandering connective tissue cells and some epithelioid cells, suggesting a tubercle 
formation. There was a moderate parenchymatous edema in the areas of infiltra- 
The vessels were moderately cilated but otherwise presented no noteworthy 


results : 


tion. 
changes. 

The patient was advised to avoid eating hot, spicy foods. Locally, she has been 
using white lotion N. F. for the past two weeks. There has been a noticeable 
improvement in the lesions since then. 


DISCUSSION 

Dr. A. BENSON CANNON: I think this patient has an excellent example of 
rosacea-like tuberculid. 

Dr. GEORGE M. MacKee: I agree with the diagnosis. The lesions are too 
small and there is too much erythema for lupus miliaris faciei. The distribution 
is distinctly different from that of rosacea. The nose is not affected, and the 
center of the face is not affected except for a few lesions on the chin and ‘fore- 
head. The bulk of the eruption is on the cheeks, some distance from the nose. 
The elementary lesion is a tiny papule, often topped with a pustule. On diascopic 
pressure the lesions do not disappear. There is therapeutic stubbornness, and there 
are a few tiny pitted scars. Histologically the condition is not tuberculosis, but 
there is a tuberculoid structure. The tuberculin reaction is either negative or 
almost so. 

Dr. J. GARDNER Hopkins: Does Dr. MacKee regard the histologic picture 
here as characteristic of this condition? 

Dr. GeorGe M. MacKee: I think the histologic picture is fairly characteristic, 
because there is a tuberculoid structure: epithelioid cells with occasional giant 
cells but no necrosis and no true tubercle formation. 

Dr. R. H. Rutison: I agree with the diagnosis. However, my recollection 
of my examination.in this case is that the distribution was almost exactly that of 
rosacea. I was surprised to hear Dr. MacKee say it was not. I saw a few 
scattered lesions on the nose, and the lesions on the cheek were relatively adjacent 
to the nose.’ There were also lesions on the center of the forehead and a few on 
the chin. 

Dr. Epwarp R. MALONEY: I agree with the diagnosis, and I think it is almost 
the only case of the several which have been presented here with that diagnosis 
in the past few years in which one can make a reasonably certain diagnosis of 
this disease. i 

Dr. Howarp Fox: This patient’s condition appears to me to be a classic 
example of rosacea-like tuberculid. 

Dr. Paut E. Becnet: The great majority of patients exhibited with this 
diagnosis before various dermatologic societies present the same clinical picture 
as in Dr. Wise’s case, namely, complete absence of the cardinal symptoms of 
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rosacea. The patient under discussion has extremely small yellowish red papules 
‘rather discretely scattered over the chin, cheeks and forehead, some of which are 
covered with a slight scale. A follicular-like atrophy is present, and pressure 
with the diascope reveals apple-jelly-like formation in some of the papules on 
the left cheek. The nose is clear. There are no telangiectases, pustules, erythema 
or redness. In view of these facts, I believe that the word “rosacea-like” should 
not be used to describe a dermatitis which either belongs to the tuberculid group 
or is a disseminated lupus miliaris faciei of a follicular type and rarely resembles 
rosacea. 


Mycosis Fungoides; Pulmonary Tuberculosis. Presented by Dr. A. Benson 

CANNON. 

N. G., a man aged 60, was admitted to New York City Hospital about eight 
days ago complaining of an intensely pruritic eruption of the body and extremities 
of eight months’ duration. The eruption began on the back as a few red, scaly, 
thickened lesions which gradually became generalized. Itching has been the most 
pronounced symptom. The family history and past and personal histories were 
essentially irrelevant. 

The patient is a small pale thin man with an anxious, distressed expression. 
The physical and neurologic findings were essentially normal except that the 
chest showed a limited expansion of the left lung and physical signs of con- 
solidation in both apexes. The skin of the body and extremities, except for the 
face and palms, shows a pea-sized to hazelnut-sized nodular and plaque formation 
of red, scaly and crusted lesions, especially numerous on the back, the sides of 
the trunk and the extensor surfaces. On the elbows are large, thickened plaques, 
grayish scales and crusts that strikingly resemble lesions of psoriasis. Numerous 
excoriated papules are present. There is general enlargement of the lymph nodes, 
varying in size from that of a pea to that of a hazelnut, most pronounced in the 
inguinal region. 

Roentgenograms of the lungs showed an extensive productive, exudative type 


of infiltration with pleural thickening at the apexes and the base of the right lung. 
The results of a blood count, chemical examination of the blood and Wassermann 
test were normal. Histologic examination of a lesion of the skin showed a 
chronic dermatitis with lichenification. Histologic examination of a_ second 
specimen showed evidence of prefungoid mycosis fungoides. 


DISCUSSION 

Dr. EuGENE F. Traus: The appearance of some of the lesions, including their 
distribution, was that of ordinary psoriasis. However, I have followed a number 
of cases in which apparently ordinary psoriasis has terminated as typical mycosis 
fungoides. That is all old knowledge. While perhaps psoriasis and mycosis 
fungoides may occur coincidentally in the same patient, that is also difficult to 
settle. It is my belief that this case is probably one of mycosis fungoides appear- 
ing at present much like ordinary psoriasis. i 

Dr. Paut E. Becuet: It is well known that mycosis fungoides can simulate 
many dermatoses, particularly psoriasis and parapsoriasis, and that a so-called 
psoriasis or parapsoriasis of many years’ standing, can be mycosis fungoides 
from the beginning. I do not believe in the theory of transmutation in this 
particular dermatosis. 

Dr. Jerome Kincssury: I do not think this case is one of mycosis fungoides 
although that seems to be a good working diagnosis and it may later prove to be 
the correct one. The scales are not psoriatic. Some of them suggest crusting 
more than scaling. 

Dr. Howarp Fox: Many of the lesions, especially the ones on the elbow, are 
infiltrated, and the eruption strongly suggests psoriasis. The severe excoriations 
also favor this disease as opposed to mycosis fungoides. I realize that psoriasis as 
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a rule does not itch, while mycosis fungoides invariably does. However, in the 
latter disease the skin is rarely excoriated in spite of itching. This case may 
eventually prove to be one of mycosis fungoides, as in the one I reported in 
which psoriasis lasted for twenty-eight years and eventually became an undoubted 
mycosis fungoides (J. A. M. A. 61:330-332 [Aug. 2] 1913). The question as to 
whether lesions were covered with scales or crusts could be quickly settled by 


microscopic examination. 

Dr. R. H. Rutison: I think this case is probably one of mycosis fungoides 
simulating psoriasis. 

Dr. GEorGE M. MacKee: This is a difficult case to diagnose unequivocally. 
In the first place, I want to agree with what Dr. Fox said, that while psoriasis 
as a rule is a nonpruritic disease, yet there are a certain number of cases in 
which the eruption itches intensely, and when it does the patient scratches hard 
enough to cause excoriations. I agree that the effects of scratching are seldom 
seen in mycosis fungoides. I am inclined to think, because of the infiltration in 
some of these lesions, that this disorder might turn out to be mycosis fungoides 
resembling psoriasis. Unfortunately not much help is obtained from the histologic 
section. I doubt if one can make any diagnosis histologically. The granular layer 
is missing. One cannot make a diagnosis of psoriasis or of mycosis fungoides 
from the section, or even of the prefungoid stage of mycosis fungoides. There is 
another possibility that suggests itself to me: This man is a Jew, with lesions 
on the skin and also on the penis. In some areas there is definite lichenification; 
also there are discoid lesions. These features, together with the severe itching 
and the therapeutic stubbornness, suggest the possibility of the disease called 
chronic lichenoid discoid exudative dermatosis. 

Dr. J. FRANK FRASER: My diagnosis is mycosis fungoides. No doubt these 
lesions do resemble psoriasis, but one must remember that mycosis fungoides in 
the early stage may resemble not only psoriasis but many other dermatoses, even 
urticaria. In regard to the statement by previous speakers that the scratch marks 
in the present case were more indicative of psoriasis, I should like to point out 
that when itching is a symptom in psoriasis, it occurs usually in the acute 
generalized type. Lastly, the presence of generalized adenopathy is convincing 
evidence that this condition is not psoriasis. I never saw generalized adenopathy 
in psoriasis. If Dr. Cannon makes frequent biopsies, I feel certain he will eventu- 
ally be able to establish the diagnosis of mycosis fungoides. 

Dr. A. BENsoN CANNON: As Dr. MacKee has stated, the diagnosis of mycosis 
fungoides in this case is by no means certain. Many of the lesions resemble 
psoriasis, and on casual observation one would probably make the diagnosis of 
psoriasis. When the patient first visited the clinic he had gyrate, circinate, 
infiltrated lesions from the size of a dime to that of a silver dollar. There was 
little scaling. The lesions were limited to the back and sides of the trunk. His 
lowered general health, his glandular enlargement, the history of intense itching 
that preceded the appearance of the cutaneous lesions, the histologic diagnosis of 
prefungoid mycosis fungoides and a statement from the pathologist that there 
was not the slightest indication of psoriasis all would make one incline toward a 
diagnosis of mycosis fungoides rather than of psoriasis. There is no involvement 
of the nails at present, although there is a scaly area on the right side of the 
scalp. Many of the lesions on the trunk are definitely infiltrated and nodular. 
The red, scaly patches on the anterior surfaces of the thighs and hips can be 
attributed to the treatment that he had before admission to the hospital. 


Keratosis Blenorrhagica. Presented by Dr. A. BENsoN CANNON. 


C. L., a man aged 23, was admitted to the hospital on Nov. 22, 1941 with an 


acute gonorrheal arthritis and high temperature. Five weeks prior to admission 
he had had an acute gonorrheal urethritis. The joints affected were the wrists, 
elbows and knees. Two weeks after admission a gonorrheal conjunctivitis 
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developed. The latter condition was followed by a red papular eruption of the 
palms and soles and the sides of the feet and hands. Cornified crusts de\ eloped 
on each of the lesions. His toe nails became greatly thickened and crusted, some 
being %-inch (1.3 cm.) thick with heaped-up crusts. 

Examination and culture of the urethral discharge disclosed gonococci. Gono- 
cocci were also found in the cutaneous lesions. The Wassermann reaction of 
the blood was negative, as were also the reactions to all the other laboratory tests, 
Treatment consisted of the administration of sulfathiazole internally, followed py 
a course of typhoid vaccine intravenously and sodium salicylate. Locally he had 
boric acid ointment dressings. There has been definite improvement in the arthritis 
and also in the cutaneous lesions. 

DISCUSSION 

Dr. Eucene F. Travus: One of the things which interested me particularly 
about this patient was the lesions which looked almost like vesicles and the 
larger ones which appeared to be pustules on the palmar and plantar surfaces. In 
some respects they resembled a treated pustular bacterid or pustular psoriasis, and 
I wonder whether, this disease being of bacterial allergy, that is not the explana- 
tion for pustular psoriasis or the so-called pustular bacterid, to draw a parallel 
between the two conditions. 

Dr. GeorcGeE M. MacKee: Not having the history, one would naturally think 
of pustular psoriasis or dermatophytosis. Incidentally, if gonococci were found 
in the lesions, then keratosis blennorrhagica is not an “id,” as Dr. Traub sug- 
gested. Of course there is no question about the diagnosis with the history of 
gonorrheal urethritis and the finding of gonococci in the lesions. 

Dr. Eucene F. Traus: Did not Dr. Williams find fungi in “ids” at the 
earliest possible stage of their development, and is that not supposedly a regular 
finding in “ids”? The theory as I understand it is as follows: Dermatophytosis 
sensitizes the entire skin, so that when the fungi carried through the blood stream 
from the initial focus attack this highly sensitized skin, an immediate inflammatory 
reaction occurs and the futigi are killed off immediately and at a later stage are 
not to be found. The location of the “id” occurs at the point where the fungi 
strike, and the allergic response takes place. 


A Case for Diagnosis (Tuberculosis? Gumma? Actinomycosis? Infected 
Pilonidal Cyst?). Presented by Dr. A. BENSoN CANNON. 


R. F., a man aged 36, is presented with a tumor-like mass on the left buttock. 
The patient was admitted on Feb. 43, 1942 to New York City Hospital (Welfaré 
Island). He was assigned to the surgical service, with a chief complaint of a mass 
on the left hip of two months’ duration. The patient never felt any pain or 
tenderness until two months ago, when he felt a mass in his left hip; this has 
been getting bigger and has been draining for the past month and a half. Th 
patient has had no previous serious illness. He has been in the United States 
Army and at one time was stationed in the Panama Canal Zone. The family 
history was noncontributory. 

General physical examination shows ro abnormalities except the tumor-like 
mass on the left buttock. This mass is approximately 13 cm. long and 7 cm. wide, 
elevated and bluish, and has several openings which discharge a tenacious purulent- 
like material. 

The reaction to a Frei test was negative. Smears failed to show sulfur 
granules. A roentgenogram of the chest was normal. A roentgenogram of the 
pelvis did not reveal any destructive or productive lesions of the bones. Chemical 
examination of the blood showed no abnormalities. A Wassermann reaction of the 
blood was negative. Urinalysis showed a trace of albumin. Cultures of the 
abscess made on February 19 showed hemolytic streptococci. 

Treatment has consisted of physical therapy. 
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DISCUSSION 


Dr. Howard Fox: The two most likely diagnoses in this case are cellulitis 
due to pyogenic organisms and tuberculosis. The short duration is against tuber- 
culosis, whereas the redness and tenderness are strong evidence of an ordinary 
subacute cellulitis. 

Dr. EpwARD R. Matoney: I agree with what Dr. Fox said. The man suffers 
pain when the lesion is pressed on. I should be much more in favor of a diagnosis 
of pyogenic infection or cellulitis than of tuberculosis. The lesion has been present 
for a comparatively short time for a tuberculous process arising from some remote 
center. I think the diagnosis here must be made by the bacteriologist. 

Dr. R. H. Rutison: I should like to ask if there has been a thorough exam- 
ination of the lower part of the rectum to see if there is any sinus leading to 
this ulcer from the rectum. 

Dr. GeorGeE M. MacKee: An ischiorectal abscess can act like this, and so 
can a pilonidal cyst. Both of these conditions can travel for a considerable 
distance by forming sinuses. Incidentally, an ischiorectal abscess is not always 
tuberculous. At least it is utterly impossible to detect local tuberculosis in many 
of the cases. This lesion may be, as Dr. Fox suggested, a pyogenic infection. 
One sees conditions like this sometimes on the neck or in the armpit (hidradenitis), 
in which it is not unusual to find pyogenic sinuses subsequent to a cellultis. That 
is what I am inclined to think this is. The treatment should be surgical. 

Dr. Eucene F. Traus: At the upper end of the rectal fold there is an 
opening into which one can insert a probe about % inch (1.3 cm.); possibly this 
tract extends directly into the mass, as it is headed in that direction. 

Dr. A. BENSON CANNON: The patient is in the surgical service, but his lesion 
has been considered a possible pilonidal cyst. Proctoscopic examination showed 
the parts to be normal, and the probing of the sinuses did not establish any com- 
munication with the anus or rectum. He has had no elevation of temperature, 
and his white blood cell count has been normal on several occasions. 


Melanoma. Presented by Dr. EuGENE F. TRAvs. 

T. P. Z., a boy aged 16 months, was presented on Jan. 27, 1942 before this 
society (ArcH. DerMaAT. & SypnH. 46:163 [July] 1942). 

This child was seen again the other day and referred back to the surgeon. The 
problem was put up to the surgeon as to whether or not the lesion should be com- 
pletely excised and the tissue studied. I do not know what the parents have 
decided to do. Originally it was planned that a second plastic repair be made 
when the boy was 15 or 16. Incidentally, as was mentioned before, the measure- 
ments of the original lesion were so much larger than the scar he now has that 
the work already done represents a great improvement. The parents are satisfied 
with the cosmetic result. 





Editorials 


ASOCIACION ARGENTINA DE DERMATOLOGIA 
Y SIFILOLOGIA 


Celebration of Its Thirty-Fifth Anniversary 


Dermatologists in the United States will be interested to learn that 
the Asociacion Argentina de Dermatologia y Sifilologia will celebrate 
the thirty-fifth anniversary of its founding during the week of August 
19 to 23. The celebration commemorates not only the founding of the 
dermatologic association but also the founding of the chair of derma- 
tology and syphilology in the university, just fifty years ago. The cele- 
bration will be attended by representatives from Brazil, Chile, Paraguay, 
Uruguay and possibly other countries. It will include an elaborate 
program of scientific sessions and social festivities, sponsored by the 
government, the university and faculty and the Academy of Medicine. 

The Asociacion Argentina de Dermatologia y Sifilologia was founded 
on Aug. 21, 1907 by the sixteen members of the teaching staff of Prof. 
Baldomero Sommer. He was its first president and remained in office 
for eleven years. Dr. Sommer had been a pupil of Kaposi and had 
studied for years in the important dermatologic clinics of Europe. He 
was the first occupant of the chair of dermatology and _ syphilology, 
which was created in 1892, and held this position until his death, in 
1918. He was a brilliant teacher and had a strong influence on the 
early generation of dermatologists in Argentina. 

Dr. Maximiliano Aberastury succeeded Dr. Sommer as professor, 
holding this position until 1926, when he retired on account of ill health. 
He was a profound scholar and a brilliant teacher. He was also presi- 
dent of the association for five years. 

The present encumbent of the professorship of dermatology and 
syphilology is Dr. Pedro L. Balifa, who was appointed in 1926. His 
administrative talent has brought the department of dermatology and 
syphilology to the front rank among Spanish-speaking schools of medi- 
cine. He is a corresponding member of the most important dermato- 
logic societies of the world, and he has made many contributions to the 
literature, especially on syphilis, leprosy and social problems related to 
his specialty. He was president of the association for seven years. 

Since 1941 the presidency of the association has been held by Dr. 
Luis E. Pierini, who is also associate professor of dermatology and 
syphilology. 

The Asociacion Argentina de Dermatologia y Sifilologia now has 
more than seventy active members, thirty adjunct members and a hun- 


334 





NEWS AND COMMENT 335 


dred foreign corresponding members. It publishes the Revista argentina 
de dermatosifilologia, each issue of which consists of more than two 
hundred pages and contains original articles and transactions. The 
association has two branches, one in Rosario and the other in Cordoba. 

Because of present conditions it is practically impossible for any 
dermatologist from this country to attend the coming celebration. At 
least we can offer our heartiest congratulations to our colleagues in 
Argentina for the splendid progress they have made in the past half- 
century and our best wishes for a most successful celebration of their 


double anniversary. 


News and Comment 


DEATHS 


Dr. Max Samuel Wien died on June 23, 1942. 





Book Reviews 


Diseases of the Skin. By Frank Crozer Knowles, M.D., Edward F. Corson, 
M.D., and Henry B. Decker, M.D. Fourth edition, thoroughly revised. Price, 
$7.00, cloth. Pp. 621, octavo, with 272 illustrations. Philadelphia: Lea & 
Febiger, 1942. 


The excellent book of Knowles has been enlarged and completely revised in 
this fourth edition. The names of Edward F. Corson and Henry B. Decker now 
appear as co-authors. The first 75 pages of the book consist of introductory 
features, including anatomy, physiology of the skin, general diagnosis and treat- 
ment of cutaneous diseases. The main body of the text is divided into sections on 
fourteen classes of diseases. New diseases are discussed under twenty-seven addi- 
tional headings. Some of the older illustrations have been discarded, and twenty- 
seven new ones have been added. As might be expected, due recognition has been 
given to sulfanilamide and its derivatives and to the vitamins in their relationship 
to dermatology. Readers of this journal will doubtless agree with the authors’ 
statement that “X-rays should be used in the treatment of skin diseases only by 
the dermatologist or by those other practitioners who have had special training in 
the diagnosis of skin diseases and well supervised instruction in the use of the 
X-ray.” 

A dermatologic text of 610 pages could hardly be considered a complete book 
of reference for trained dermatologists, though it contains much of interest to 
them. Its chief value is for general practitioners and undergraduate students of 
dermatology. There are no histologic illustrations of cutaneous diseases, and the 
bibliography is confined to about 170 references scattered through the text. 

The book is up-to-date, is comprehensive for its size and is clearly written. 
The illustrations in general are unusually good and are splendidly reproduced on 
thick glazed paper. The printing and binding are also of the highest class. 

A weak spot in the book is shown in the discussion of a few tropical diseases. 
The authors state that the spirochete of yaws is morphologically different from 
that of syphilis, whereas the general consensus is that the two are indistinguishable, 
certainly from a practical standpoint. The quotation from Neisser that the two 
diseases do not afford immunity to each other is not entirely correct. The descrip- 
tion of pinta is not up-to-date, as it is stated that there are several forms of the 
disease “each probably caused by a separate organism.” This is, of course, 
incorrect. Again, the organisms causing verruga peruana should be classed as 
rickettsias and not as bacteria. The description of leprosy is excellent except for 
failure to follow recent decisions in terminology, and no mention is made of the 
tuberculoid type. 

The aforementioned criticisms are comparatively unimportant, as the subjects 
covered represent an extremely small part of the text. In reading the book, the 
reviewer was surprised that no mention was made of chlorhydroxyquinoline 
(quinolor) ointment in the treatment of sycosis vulgaris. Also, in the classification 
of xanthoma the disseminate type was omitted. 

The book is a credit to the authors and covers a large amount of ground in 
an adequate manner. It is recommended especially for the general practitioner 
and undergraduate student of dermatology. It is also worthy of a place in the 
library of the trained dermatologist. 











